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In a 2011 survey of mental health patients in BC, 43% of respondents who had 
been involuntarily hospitalized said that their rights under the Mental Health Act 
were not explained to them in a way they could understand. 
One possible reason for this lack of understanding is that the document 
used to give rights information to involuntary patients, the statutory Form 13, 
may not be an effective communication tool. Another possible reason is that the 
rights-information process doesn’t meet patients’ information needs. 
Using a qualitative approach anchored in a transformative research 
paradigm, which seeks to redress power differences by involving the community 
of interest in designing and implementing solutions, I aimed to identify key 
features of a patient-centred rights-information process. 
First, I user tested Form 13 with people who had experienced involuntary 
hospitalization. The main findings were that the form’s content was unclear and 
had an intimidating and disempowering tone. 
Armed with this feedback, I coordinated a patient-oriented research team 
to develop a new suite of rights-communication tools to supplement Form 13. I 
user tested the tools with people who had experienced involuntary hospitalization. 
Participants found the suite of tools friendlier to use compared with Form 13. 
They appreciated that the many formats within the suite would accommodate 
different communication preferences and would give patients several 
opportunities to learn about their rights. 
I did a thematic analysis of the full set of user-testing interviews to learn 
more about involuntary patients’ experiences with the rights-information process. 
A key theme was that patients wanted more transparency and open 
communication about every aspect of their hospitalization. They also wanted 
clinicians to foster a culture where patients could feel safe talking about rights. 
The uncertainty from a lack of information exacerbated participants’ 
mental distress and made some fearful of hospitalization. A better understanding 
of what they could do under the legislation and how much they could participate 
in treatment decisions would reduce feelings of powerlessness and could help 
involuntary patients engage in their own recovery. 
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1  Introduction and background 
Treatment and rights need not be mutually exclusive. 
One need not come at the expense of the other. They 
must work hand in hand. —BC Office of the 
Ombudsperson, Committed to Change, 2019 
1.1  The problem 
“The ability to involuntarily admit and detain a person in a psychiatric facility 
and treat them without their consent is an extraordinary power,” wrote the BC 
Office of the Ombudsperson in the 2019 report Committed to Change (2019a, 
p. 5). That ability is authorized in British Columbia (BC) by the Mental Health 
Act (1996), under which, in the 2015/2016 fiscal year, 14,455 people were 
hospitalized against their will (BC Ministry of Health [BCMH] 2017). 
Because this “extraordinary power” impinges on a person’s rights guaranteed by 
the Canadian Charter of Rights and Freedoms (“the Charter”), including “the 
right to life, liberty and security of the person” (s. 7 of the Charter) and “the right 
not to be arbitrarily detained or imprisoned” (s. 9 of the Charter), the Mental 
Health Act includes safeguards. 
Among these safeguards is an involuntary patient’s right to information: 
according to the Mental Health Act, patients who are involuntarily hospitalized 
for a mental disorder must be informed of their rights, orally and in writing, 
when they’re admitted (Mental Health Act s. 34). Typically, clinicians—such as 
nurses, social workers, and physicians (Clements and Naccarato 2015; BC Office 
of the Ombudsperson 2019a)—are responsible for giving patients information 
about their rights, using a statutory form, Form 13 (Mental Health Regulation 
s. 5; see section 2.3.4 of this dissertation). 
But in a survey of short-stay mental health patients, commissioned by the BC 
Ministry of Health (RA Malatest and Associates 2011), 43% of respondents who 
had been involuntarily hospitalized reported that they were not explained their 
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Mental Health Act rights in a way they could understand (95% confidence 
interval: 41.8% to 44.2%). 
Uncovering ways to improve that understanding is the basis of the work 
presented in this dissertation. 
In the preliminary stages of my investigation, I spoke to a sample of stakeholders 
in the mental health system, including a patient, a family caregiver, a nurse, a 
social worker, a doctor, and a legal advocate. From their comments, I identified 
three main possible reasons for patients’ lack of understanding of their Mental 
Health Act rights: 
1. clinicians aren’t consistently giving rights information to involuntary 
patients, 
2. patients aren’t in a state of mind to receive information when they’re 
admitted, and 
3. Form 13 may not be an effective communication tool for rights 
information. 
The results from this preliminary work suggested that creating a better 
communication tool, either to supplement or to replace Form 13, may be a 
fruitful intervention to pursue. The social worker and physician I spoke to both 
suggested that the language may be too complex for people to understand: 
It could be simplified more. It is a little bit legalese. —Physician 
*** 
There’s quite a bit that’s written on there… and when you actually, 
you know, go through the process of explaining it to someone, you 
often get this zoned-out [expression], ’cause it’s not explained very 
well on the form. —Social worker 
The format of the form may also lead to an incomplete understanding of rights, 
because patients sometimes end up seeing only one side of the double-sided 
document: 
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Sometimes staff don’t realize there’s two sides to the Form 13, and 
so sometimes I’ve seen clients that have Form 13, and they have 
only one side photocopied. —Legal advocate 
*** 
I’ve seen Form 13 used where the person [clinician] has not flipped 
it over when they’ve been doing it. Yeah. And in a couple cases, 
purposely. —Social worker 
1.2  Research project 
Although all stakeholders in the mental health system—including clinicians, 
family caregivers, and patients—have valuable contributions to make to our 
understanding of the rights-information process, this dissertation focuses on 
patients’ perspectives on the issue. 
Receiving information and knowing one’s rights was identified by the Canadian 
Mental Health Consortium as one of eight dimensions of patient-centred mental 
health care (RA Malatest and Associates 2011). 
Because of the historical imbalance of power between the mental health system 
and people with severe mental illness (see section 1.4), I adopted a 
transformative research paradigm (see section 3.1) to take steps to mitigate that 
power imbalance by working directly with people who had experienced 
involuntary hospitalization. Together we aimed to uncover the problems with 
Form 13 as a rights-communication tool and to co-create a possible solution. 
My project involved: 
• user testing Form 13 with people who had experienced involuntary 
hospitalization to discover how well it met patients’ information needs, 
• co-creating, as a patient-oriented research team, a suite of communication 
tools to supplement Form 13, incorporating feedback from the earlier user 
testing, and 
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• user testing the new suite of communication tools with people who had 
experienced involuntary hospitalization, to see how well it met patients’ 
information needs. 
The user-testing interviews yielded qualitative data about more than just the 
documents I was testing. Participants also told me about their experiences 
receiving rights information as involuntary patients, and I analyzed these 
interviews using thematic analysis (see section 3.5) to uncover the main features 
of a patient-centred rights-information process. 
To explore other approaches of giving rights information to involuntary patients, 
I compared the rights-communication practices as set out in the mental health 
legislation of all 13 Canadian provinces and territories (see section 2.4). They vary 
considerably. For example, in some jurisdictions, rights information is conveyed 
by the clinical staff, and in others, it is given by independent rights advisors. 
Some jurisdictions require that the rights be posted in the psychiatric unit for 
patients to read, and other jurisdictions have no such requirement. Similarly, 
some jurisdictions specify that people must be told their rights in a language they 
understand, whereas other jurisdictions don’t mandate language 
accommodations. In investigating how these differences might affect the patient 
experience, I aimed to broaden the evidence base for a patient-centred rights-
information approach. 
1.3  Who’s affected? 
1.3.1 Number of involuntary admissions 
The 2015/2016 fiscal year saw 20,008 involuntary admissions under the Mental 
Health Act (BCMH 2017) of 14,455 unique patients, representing 0.3% of the 
province’s population of 4,648,055 in 2016 (Statistics Canada 2016). 
From the 2011/2012 fiscal year to the 2015/2016 fiscal year, involuntary 
admissions rose from 15,679 to 20,008—an increase of 27.6% (see Table 1.1 and 
Figure 1.1). Meanwhile, voluntary admissions rose only 0.3% in the same period. 
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Johnston (2017) suggests that this difference in rates reflects the mental health 
system’s increasing reliance on the adversarial tool of involuntary hospitalization: 
Given that the number of all admissions should have increased with 
population growth, the complete stagnation of voluntary 
admissions in the face of increasing involuntary admissions 
indicates that our mental health system now predominantly 
interacts with people with mental health problems in an adversarial 
way, by removing their rights to make decisions, rather than in a 
voluntary way that promotes autonomy and collaboration. (p. 13) 
Table 1.1: Involuntary and voluntary mental health hospitalizations 
(as tracked by discharges) in British Columbia from 2011/2012 to 
2015/2016 (reproduced verbatim from BCMH 2017) 












15,679 15,948 17,590 18,822 20,008 
Voluntary 
admissions 
17,017 17,246 17,404 17,576 17,060 
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Figure 1.1: Involuntary and voluntary mental health hospitalizations 
in BC from 2011/2012 to 2015/2016 (BCMH 2017) 
 
The age and gender distributions of involuntary admissions in 2015/2016 are 
shown in Table 1.2. Admissions of patients who are neither female or male are 
counted in the total only (right-hand column). 
Table 1.2: Age and gender distributions of involuntary admissions in 
BC in 2015/2016 (BCMH 2017) 
Age (years) Female Male Total 
0–15 510 311 821 
16–30 2,865 3,955 6,824 
31–45 2,197 3,377 5,577 
46–60 2,027 2,337 4,368 
61–75 863 837 1,700 
76+ 377 341 718 
TOTAL 8,839 11,158 20,008 
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 This information will help me determine if my study sample is representative of 
the affected population. 
1.3.2 Diagnoses of involuntary patients 
According to Gray, Shone, and Liddle (2008), “The most common mental 
illnesses of young and middle adult life that might justify invoking the Mental 
Health Act are schizophrenia, bipolar mood disorder, and major depression” 
(p. 84). These are the disorders most frequently associated with psychosis, or a 
detachment from reality, which may include so-called positive symptoms, such as 
delusions, hallucinations, paranoia, and disorganized speech, as well as negative 
symptoms, such as lack of emotional expression (called flat affect) and lack of 
motivation. Suicidal thoughts or behaviours can also occur alongside psychosis 
(BC Early Psychosis Intervention Program 2019). 
People with psychosis often demonstrate a lack of insight into their illness: the 
disorder itself makes them unable to recognize that they are ill—a symptom 
called anosognosia—and hence many of them refuse treatment (Arciniegas 2015). 
The Mental Health Act is meant to allow for people who may not understand that 
they need treatment to be hospitalized and treated (BCMH 2005). 
The Centre for Applied Research in Mental Health and Addiction (2019) 
estimated the prevalence in BC of: 
• schizophrenia spectrum disorders—which includes schizophrenia, 
schizophreniform disorder, schizoaffective disorder, and delusional 
disorder—at 0.55 cases per 100 (95% confidence interval: 0.38 to 0.74), 
• bipolar disorders I and II at 0.9 cases per 100 population (95% confidence 
interval: 0.6 to 1.3), and  
• major depressive disorder at 4.1 cases per 100 population (95% confidence 
interval: 3.8 to 4.4) for adults (ages 15+). 
But the Mental Health Act isn’t just used to hospitalize people with schizophrenia, 
bipolar disorder, and major depression. The legislation has reportedly been used 
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to detain people with dementia (CBC News 2014; Johnston 2017) and symptoms 
of Parkinson’s disease (Johnston 2017). Provincial clinical practice guidelines 
also authorize use of the Mental Health Act to hospitalize people with eating 
disorders, in certain circumstances (BCMH 2012). 
I had asked the Canadian Institute for Health Information (CIHI) for a list of the 
most responsible diagnoses for involuntary patients in BC, according to the 
Discharge Abstract Database, which “captures administrative, clinical and 
demographic information on hospital discharges (including deaths, sign-outs and 
transfers)” (CIHI, n.d.), but their response was that the data BC reports to the 
Discharge Abstract Database about the voluntary or involuntary status of patients 
is incomplete and therefore unreliable (personal communication with H. Kang, 
senior analyst at CIHI, 2019-04-08). I’d hoped to use this data to see if my study 
sample is representative of the population affected by involuntary hospitalization 
but instead aimed to recruit participants in each of the broad diagnostic 
categories CIHI uses to classify mental health hospitalizations: 
• organic disorders (for example, Alzheimer’s disease, Parkinson’s disease, 
or syphilis), 
• substance-related disorders, 
• schizophrenic and psychotic disorders, 
• mood disorders, 
• anxiety disorders, 
• personality disorders, and 
• other disorders (for example, conduct disorders, attention-
deficit/hyperactivity disorder, or eating disorders). (CIHI 2017) 
1.4  A historical imbalance of power 
People with severe mental illness have endured what Donald M. Linhorst (2006) 
calls a “history of powerlessness” (p. 12). In the second chapter of Empowering 
People with Severe Mental Illness, he traces this history in the United States, 
from the colonial era to the present. Among many other abuses they suffered in 
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private and public institutions over the centuries, people with mental illness were 
forced to labour in workhouses, subjected to experimental research without their 
consent, put on display to the public for a fee, and sterilized against their will 
(Linhorst 2006, pp. 12–39). 
This history isn’t unique to the United States. For example, in BC, a 2001 report 
shed light on physical and sexual abuses at Woodlands School, a facility for 
children with mental illness and developmental disabilities that closed in 1996 
(McCallum 2001). The province apologized to residents in 2003 and set aside 
more than $15 million in compensation in 2018 (Urquhart 2018). Compensation 
was also offered in 2005 to psychiatric patients at Riverview Hospital who had 
been involuntarily sterilized between 1940 and 1968 (Ward 2005). 
Linhorst argues that although advances in treatment have improved the quality 
of life for people with mental illness today, echoes of past disempowerment and 
stigma persist. Deinstitutionalization efforts—moving the care of people with 
severe mental illness from hospital settings to the community—have been poorly 
implemented and poorly resourced. Many people living with mental illness are 
unable to access the care and support they need and continue to struggle with 
poverty, homelessness, and encounters with the criminal justice system (Linhorst 
2006, pp. 36–37). 
The Standing Senate Committee on Social Affairs, Science and Technology, 
chaired by Senator Michael J.L. Kirby, detailed similar problems of stigma and 
lack of access to care in Canada in its 2006 report Out of the Shadows at Last: 
The Committee heard about the enormous challenges that [people 
with mental illness] face and the tremendous barriers that hinder 
their efforts to recover: their confusion and frustration over how 
and where to find help; ignorance, lack of compassion, and poor 
treatment from health care professionals; long wait times for 
service; and the stigma and discrimination that make so many 
affected individuals hide their problems and often even avoid 
seeking help in dealing with them. (Kirby 2006, p. 3) 
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For involuntary patients hospitalized under the Mental Health Act, this stigma—
both social and structural—is only one of several sources of powerlessness. They 
also experience the intersecting power imbalances that exist: 
• between health care practitioners and patients (Joseph-Williams, Edwards, 
and Elwyn 2014; Koeck 2014; Gluyas 2015) and 
• between detainer and detainee (Bhui 2017; Goodstein, MacKenzie, and 
Shotland 1984). 
These power differences can be detrimental to patients’ self-image and recovery 
of their mental health. They can also self-perpetuate. As Graham and Mulvale 
(2013) write: 
Treating patients as powerless subordinates can heighten their 
perceptions of increased scrutiny and isolation, decreased morale 
and feelings of decreased self-worth, ultimately reinforcing existing 
power relations. 
1.5  Therapeutic jurisprudence 
Because involuntary patients’ feelings of powerlessness and loss of control stem 
in part from the application of a law—namely, the Mental Health Act—adopting a 
therapeutic jurisprudence (TJ) lens may help identify ways to mitigate those 
harms. 
TJ is an interdisciplinary approach to legal scholarship—drawing from sociology 
and psychology, among other fields—that sees the law as a therapeutic agent. 
Actors and structures within the legal system can have therapeutic or anti-
therapeutic effects. American legal scholars David B. Wexler and Bruce J. Winick 
championed TJ in the late 1980s and applied it to mental health law over the 
following decades (Wexler 1992; Wexler and Winick, 1991). Per Winick (2002): 
Legal rules, legal practices, and the way legal actors (such as judges, 
lawyers, and expert witnesses testifying in court) play their roles 
impose inevitable consequences on the mental health and 
emotional well-being of those affected. Therapeutic jurisprudence 
studies these consequences with the tools of the behavioral sciences 
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so that we can better understand the law and how it applies, and 
how we can reshape it to minimize its anti-therapeutic effects and 
maximize its therapeutic potential. 
According to Wexler (1992), “Therapeutic jurisprudence assumes that, other 
things being equal, the law should be restructured to better accomplish 
therapeutic values.” 
TJ has emerged as a theoretical framework for “problem-solving courts” such as 
drug courts and mental health courts and for such legal proceedings as civil 
commitment hearings (Winick 1999). Some scholars have used a TJ lens to 
examine mental health review tribunals in New Zealand (Diesfeld and McKenna 
2006) and Australia (Freckelton 2003; Carney et al. 2007). 
However, very little analysis seems to have been done specifically on the potential 
therapeutic and anti-therapeutic effects of mental health rights information. TJ 
offers a useful framework for considering how informing patients about their 
rights upon detention can minimize trauma and disempowerment. 
Whether a legal practice or actor is therapeutic or anti-therapeutic is correlated 
with its capacity to empower the patient (Linhorst 2006). Linhorst wrote that 
patient empowerment involves nine conditions: 
Conditions internal to the person with mental illness 
• Managed psychiatric symptoms 
• Participation skills 
• Psychological readiness 
Conditions involving the person’s environment 
• Mutual trust and respect 
• Reciprocal concrete incentives 
• Availability of choices 
• Participation structures and processes 
• Access to resources 
• Supportive culture (Adapted from Linhorst 2006, Table 4.1) 
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As Linhorst wrote, one way to promote patient empowerment and reduce 
negative feelings associated with involuntary hospitalization and treatment is to 
increase patients’ sense of procedural justice: 
One factor that consistently has been found to at least partially 
mitigate perceptions of the use of coercion held by people with 
mental illness is procedural justice (Lidz et al. 1995; McKenna, 
Simpson and Coverdale 2003; Poythress et al. 2002). Procedural 
justice refers to the perceptions of fairness in decision-making 
processes, particularly those involving the use of legal coercion 
(Poythress et al. 2002). Procedural justice is enforced when people 
with mental illness are able to express their views; when their views 
are given serious consideration by those contemplating the coercive 
action; when they are treated with dignity and respect; when they 
are given accurate, relevant, and understandable information; and 
when people contemplating coercion express genuine concern for 
their well-being. (p. 58) 
Linhorst’s description aligns with Tyler’s (2007) model, which proposes that 
procedural justice has four pillars: 
• voice—people are given the chance to express themselves, 
• neutrality—decisions are made impartially, based on objective criteria, 
• trustworthiness—the process is open and transparent, and 
• respect—people are treated with dignity. 
The perception that procedural justice has been carried out “bears the strongest 
relationship to satisfaction with outcome” (Sydeman et al. 1997). That is, a 
patient’s belief that the admissions process was fair is important to their 
satisfaction with their hospitalization experience and may help them accept the 
outcome of being involuntarily hospitalized. By extension, exercising a right can 
itself be therapeutic for patients, even if the outcome isn’t what they’d hoped for. 
For example, in BC, an involuntary patient has the right to apply for a hearing 
with a review panel (see section 2.3.3.5), which consists of three people 
independent of the hospital who hear the patient’s case and decide if the patient 
meets the criteria for involuntary hospitalization (see section 2.3.1). Even if a 
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review panel decides that the patient must remain hospitalized, going through 
the process of the review panel hearing and feeling as though they had a voice can 
reduce a patient’s perceptions of coercion and in some cases persuade them to 
accept treatment (Winick and Lerner-Wren 2003). 
Roche et al. (2014) found that the level of procedural justice is positively 
correlated with therapeutic relationship, which in turn leads to better health 
outcomes: 
A better therapeutic relationship predicts superior outcomes across 
a range of measures, including medication adherence (Weiss et al., 
2002), engagement and satisfaction with mental health services 
(Lecomte et al., 2008; Tattan and Tarrier, 2000), quality of life 
(McCabe et al., 1999), and improved short- and long-term outcomes 
in those with enduring mental illness (McCabe and Priebe, 2004). 
In other words, reducing feelings of coercion and increasing trust can encourage 
patients to stay engaged with the health system and take an active role in working 
toward their own recovery (Kreyenbuhl, Nossel, and Dixon 2009; Dixon, 
Holoshitz, and Nossel 2016). 
1.6  The role of information control 
How can the mental health system increase perceptions of procedural justice for 
involuntary patients at the time of admission? 
I argue that ensuring patients receive and understand information about their 
rights under the Mental Health Act is a crucial first step, giving them a tool to 
make sense of their situation and meaningfully engage with their treatment team. 
This proposition accords with the notion, from social cognition literature, of 
information control, which is “the perception of personal control that results 
when an individual obtains information relating to a stressful situation or event. 
Such information provides a meaningful schema by which a person can 
comprehend what is happening to him or her” (Fiske and Taylor 1983, p. 122). 
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In Ontario, Everett (2001) proposed a list of questions mental health 
professionals should ask to advance procedural justice when deciding to issue a 
community treatment order (CTO) to mandate involuntary treatment to 
outpatients. Clients’ understanding of their rights is a key consideration: 
(a) Do clients have full information about CTOs? 
(b) Do they understand which of their behaviours, actions, or 
symptoms can lead to the application of a CTO? 
(c) Have all less-restrictive alternatives been exhausted? 
(d) Do clients fully understand their rights? 
(e) Do they understand under what conditions a CTO can be lifted? 
(f) Have they had an opportunity to talk through their feelings and 
have their views heard? (p. 17) 
One of Linhorst’s (2006) conditions of empowerment is the availability of 
choices and, by extension, clear information about those choices. He wrote: 
Carling (1995) and Grisso and Appelbaum (1995) identified 
requirements that make choices meaningful. Carling cited having 
real options and knowing about them, knowing one’s own 
preferences, having the ability to make tradeoffs, and having access 
to supports. Similarly, Grisso and Appelbaum included having the 
ability to express a choice, to understand relevant information, to 
appreciate the significance of the information to the individual’s 
own situation, and to logically process the weighing of options. 
Others, too, have emphasized the importance of having access to 
information when making decisions (Fisher 1994; Hagner and 
Marrone 1995; Means and Smith 1994; Sundram 1994). Means and 
Smith (1994) recognized that information “must be presented 
clearly, attractively and in good time” (p. 95). (p. 73) 
Bowers (2014) points to rights information as a means of reducing conflict and 
violence in psychiatric units in his Safewards model: 
Respect for patient rights, attention to due process, the provision of 
accurate information particularly in relation to appeals and 
advocacy, expressions of hope and positive planning for the future, 
and support in utilizing the complaints process all enhance the 
patient’s perceived legitimacy of the external structure, reducing the 
frustration and hopelessness that can lead to conflict behaviours. 
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Most importantly, beyond these theoretical considerations, patients themselves 
have reported that receiving rights information is important to them (Parkinson 
and Nelson 2003). 
1.7  Recovery orientation 
Recovery from mental illness has historically been a controversial concept, partly 
because recovery can be a confusing term. The medical interpretation of recovery 
usually involves the sustained remission of symptoms, whereas recovery in the 
sense now largely used by the Canadian mental health community reflects a 
psychosocial and empowerment orientation of improving a person’s quality of life. 
This definition has roots in advocacy groups championed by people with lived 
experience (Davis 2014, pp. 88–89). 
Senator Kirby’s 2006 report on the state of mental health care in Canada, Out of 
the Shadows at Last, gave this psychosocial and empowerment recovery 
orientation further prominence, and the Mental Health Commission of Canada, 
which was created in response to the Kirby report, has adopted Guidelines for 
Recovery Practice, which emphasize that recovery is a process, not an endpoint, 
and that it refers to “living a satisfying, hopeful and contributing life, even when 
there are ongoing limitations caused by mental health problems and illnesses” 
(Mental Health Commission of Canada 2015, p. 11). 
Several provinces—New Brunswick, Manitoba, Newfoundland and Labrador, 
Prince Edward Island, and Quebec—have explicitly adopted this recovery vision 
in designing their mental health care. But according to Piat and Sabetti’s (2012) 
analysis, BC’s approach in its ten-year plan (BCMH 2010) to address mental 
health and substance use has remained focused on the concept of mental wellness 
primarily at the population level—a paradigm that “privilege[s] […] professional 
expertise” (Piat and Sabetti 2012, p. 19). 
This orientation is evident in the province’s approach to mental health legislation, 
which very much places the decision-making power in the hands of health care 
practitioners—physicians in particular (Kolar 2018). Its failure to emphasize 
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power sharing with patients is at odds with the province’s commitment to 
patient-centred care, which, as defined by The British Columbia Patient-
Centered Care Framework (BCMH 2015): 
[…] puts patients at the forefront of their health and care, ensures 
they retain control over their own choices, helps them make 
informed decisions and supports a partnership between individuals, 
families, and health care services providers. Patient-centered care 
incorporates the following key components: 
• self-management; 
• shared and informed decision-making; 
• an enhanced experience of health care; 
• improved information and understanding; and, 
• the advancement of prevention and health promotion 
activities. 
Because the work in this dissertation emphasizes patient empowerment and 
directly involves people who have experienced involuntary hospitalization in the 
co-creation of a communication solution, it is more aligned with a psychosocial 
recovery orientation than the purely medical paradigm. Where I use the term 
recovery in this dissertation, I refer to the patient-centred definition that 
emphasizes a patient’s satisfaction with their quality of life rather than a 
complete remission of symptoms. 
1.8  Structure of this dissertation 
The following chapter, Chapter 2, presents the legal landscape of mental health 
legislation in BC as it relates to giving rights information to involuntary patients. 
I also offer a cross-jurisdictional comparison of rights-information policy across 
Canada to identify differences in practice that may affect a patient’s experience of 
their hospitalization. 
Chapter 3 describes the transformative research paradigm that guided this work 
as well as the methods I used to collect and analyze my data. In this chapter I 
introduce my overarching research question—“What features define a patient-
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centred approach to mental health rights information?”—and discuss the 
subquestions that I sought to answer at each stage of my project (see section 3.2). 
Chapter 4 reports the results from user testing Form 13. 
Chapter 5 describes the process my patient-oriented research team undertook to 
create and revise the new suite of rights materials. I also present the results from 
user testing the materials. 
Chapter 6 presents an inductive analysis of the interview data to identify themes 
user-testing interviewees mentioned that were related not to the document 
testing but to their experience with rights notification. 
Chapter 7 discusses the policy and practice implications of these results and 
describes complementary and possible future work extending from this research. 
1.9  Terminology and style conventions 
People who have received care in the mental health system variously prefer to be 
called patients, service users, consumers, clients, or people with lived experience 
(Deber et al. 2005). Some, particularly those who’ve felt they’ve had poor 
experiences, call themselves survivors or ex-patients (Chamberlin 1990). 
Because the Mental Health Act refers to involuntary patients, I will primarily use 
that term, recognizing that, in some contexts, it connotes a power imbalance that 
some people find problematic (Deber et al. 2005). 
Although the terms certification and certified are commonly used in Canada to 
refer to involuntary hospitalization (see, for example, Guide to the Mental Health 
Act, BCMH 2005, p. 11), they don’t appear in the Mental Health Act itself, which 
refers only to the medical certificate. Involuntary hospitalization in a civil (versus 
a criminal or forensic) context is often referred to as civil commitment, and in the 
United Kingdom (UK), it is informally known as sectioning. I primarily use 
involuntary hospitalization and certification, but quotes from other sources and 
my participants may include the words commitment or sectioning. Although 
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different jurisdictions have different approaches to mental health legislation, for 
most contexts in this dissertation, all of these terms are used interchangeably. 
Different provinces and territories may have different names for their legislation, 
like the Mental Health Care and Treatment Act in Newfoundland and Labrador 
and the Involuntary Psychiatric Treatment Act in Nova Scotia. I’ve adopted Gray, 
Shone, and Liddle’s (2008) shorthand of referring to Mental Health Acts when I 
discuss the generic concept of mental health legislation across Canada. 
Where I use the terms health care practitioners and hospital staff, I mean the 
clinicians who interact with the patients, including physicians, nurses, and social 
workers. For administrators, I specify administrative staff. 
For gender inclusivity, I use singular they (LaScotte 2016). I have chosen, as a 
matter of style, to use data as a (singular) mass noun. 
I use a bracketed ellipsis ([…]) to denote elided text and an ellipsis on its own (…) 
to denote pauses in speech in my interview quotes. 
1.10  Disclaimer 
This dissertation contains data supplied by the Ministry of Health, and I’ve been 
asked to include the following disclaimer: 
All inferences, opinions, and conclusions drawn in this publication 
are those of the author and do not necessarily reflect the opinions 
or policies of the British Columbia Ministry of Health. 
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2  Legal landscape 
“These regulations aren’t just here to annoy you.” 
—Lora Patton, 2008 
2.1  Introduction 
This chapter gives an overview of the portions of BC’s Mental Health Act (1996) 
and Mental Health Regulation (1999) that are relevant to rights notification: 
• to define the terminology used in the rest of this dissertation and 
• to show how the legislation has been applied and interpreted. 
BC’s Mental Health Act is widely considered one of the broadest in the country, 
with a low threshold for involuntary hospitalization, and it offers fewer rights to 
patients compared with many other jurisdictions (Groves 2011; Fraser 2015, 
p. 245). 
On one hand, supporters of this broad approach say that it ensures that people 
whose mental illness interferes with their ability to recognize that they’re ill are 
still able to get the treatment they need (Gray, Shone, and Liddle 2008, pp. 11–
12). On the other hand, critics of the Mental Health Act believe that it excessively 
privileges medical professionals over patients and unduly strips patients of their 
autonomy (Fraser 2015; Johnston 2017; Kolar 2018). 
My aim in this chapter is not to argue for or against the current legislation but to 
show how in many ways it establishes and amplifies a power difference between 
health care practitioners and patients. In the face of such a power difference, and 
given the therapeutic effects of procedural justice (see section 1.5), it’s especially 
important to ensure that patients understand the rights they do have. 
I describe each of the Mental Health Act rights in detail, as well as the document, 
Form 13, used to communicate those rights to involuntary patients. I also explore 
rights-information practices in other Canadian jurisdictions to compare how 
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different practices might increase or decrease patient understanding and 
empowerment. 
2.2  Mental health legislation 
How mental health legislation governing involuntary hospitalization should be 
framed—and whether it should exist at all (Minkowitz 2006; Szasz 1961; 
Rosenhan 1973)—has been fiercely debated among stakeholders within the 
mental health system (Nunnelley 2016). Although I won’t delve into this debate 
in detail, any discussion about mental health legislation would be incomplete 
without acknowledging that the conversation has often been characterized as an 
ideological divide between the civil libertarian approach and what Gray, Shone, 
and Liddle (2008) refer to as the human needs approach. 
Proponents of the civil libertarian perspective argue that individual freedoms are 
paramount and that state intervention in the form of involuntary hospitalization 
and treatment is never or almost never justified. Minkowitz (2006) wrote that 
“forced psychiatric interventions” violate articles 12, 25, 17, and 15 of the 
Convention on the Rights of Persons with Disabilities (CRPD; UN General 
Assembly 2006), interfering with the right to “free and informed consent of 
persons with disabilities, and equal right to respect for physical and mental 
integrity, as well as the freedom from torture and cruel, inhuman or degrading 
treatment or punishment” (Minkowitz 2006, p. 405). 
Thomas Szasz (1961), arguably one of the most outspoken critics of state 
intervention, held the extreme view that mental illnesses like schizophrenia were 
social constructs with no biological basis and therefore that involuntary 
hospitalization represented a persecution of often class-based behavioural 
differences. Others, like H. Archibald Kaiser (2009), acknowledge the reality of 
mental illnesses but argue that their treatment should involve “minimally 
coercive legislation” (p. 139) that, rather than mandating treatment, supports 
individuals in achieving their recovery goals as they define them. 
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In the civil libertarian approach, the decision to limit a person’s freedom should 
be made only on the narrow basis of physical dangerousness to oneself or others. 
Once a person has been detained, any threat to the public has been neutralized, 
and an involuntary patient should therefore retain the right to accept or refuse 
treatment. The civil libertarian model takes a judicial stance, where decisions to 
detain are made by the court, with psychiatrists serving to assess risk, and it 
separates detention from treatment, emphasizing an individual’s right to 
autonomy (Gray, Shone, and Liddle 2008, p. 13). 
In contrast, proponents of the human needs perspective believe that mental 
illnesses have a clear biological basis and that a chief symptom of some mental 
disorders is a “lack of insight,” meaning a person with the illness has an inability 
to recognize that they’re ill (Gray, Shone, and Liddle 2008, p. 11). “Diminished 
insight and other symptoms frequently lead the person with a severe brain illness 
to reject voluntary treatment” that could help them regain autonomy and 
function, say Gray, Shone, and Liddle (2008, p. 11), and involuntary 
hospitalization and treatment is the “only alternative to continued […] 
psychological suffering” (p. 12). They argue that the mental illness itself interferes 
with the person’s right to access the highest attainable standard of health 
according to article 25 in the CRPD (UN General Assembly 2006). Further, they 
make the case that providing someone with treatment is a matter of urgency, 
because early treatment of psychosis is associated with a better prognosis 
(Perkins et al. 2005). 
This model takes a medical stance (in contrast to the civil libertarian model’s 
judicial or social stance) and contends that the decision to admit a person to 
hospital involuntarily should be made broadly based on their need for treatment. 
Medical professionals, rather than judges, make the decision to detain, and 
psychiatrists act primarily as clinicians rather than risk assessors. Under the 
human needs model, the express purpose of admitting someone is to treat them, 
even if they don’t want to be treated. 
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Table 2.1 summarizes the key differences between the civil libertarian and human 
needs models. 
Table 2.1: Key differences between the civil libertarian and human 
needs models 
Civil libertarian model Human needs model 
Detention based on dangerousness Detention based on need for treatment 
Detention separate from treatment Treatment is the reason for detention 
Decision to detain is made by the court 
(judicial stance) 
Decision to detain is made by the 
medical professional (medical stance) 
 
The 13 Mental Health Acts of Canada’s provinces and territories vary 
considerably, falling at different places along the human needs–civil libertarian 
spectrum (Gray, Shone, and Liddle 2008). BC’s act is based largely on the human 
needs model: people are involuntarily hospitalized on the basis of a physician’s 
opinion of their need for treatment, and they can be given treatment even if they 
don’t consent to it. 
BC is the only jurisdiction in Canada that uses “deemed consent”: involuntary 
patients aren’t assessed for competency to consent to treatment, and the treating 
physician makes the final decision about treatment, possibly disregarding the 
patient’s expressed wishes or those of their family caregivers (Johnston 2017, 
p. 77). BC’s Mental Health Act doesn’t obligate treatment teams to consider the 
opinions of substitute decision makers or patients’ previous capable wishes as 
documented in advance directives. Further, the Mental Health Act allows 
someone to be hospitalized and treated not only if a physician believes they’re in 
immediate need of psychiatric treatment but also to prevent the person’s possible 
substantial mental or physical deterioration (s. 22). 
All of these factors combined mean that, compared with other jurisdictions in 
Canada, BC gives the mental health system “extraordinary power” to intervene in 
the lives of people deemed to have a mental disorder, and “it is critical that there 
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are mechanisms in place to hold the system accountable to patients and to the 
public as a whole” (BC Office of the Ombudsperson 2019a, p. 74). These 
mechanisms include ensuring that involuntary patients are properly informed 
about their rights under the Mental Health Act. 
Most advocacy organizations for family caregivers have argued in favour of BC’s 
human needs approach (Hardin 1992), and some people who had been certified 
have credited the Mental Health Act with saving their lives when they were too ill 
to recognize that they needed treatment (Halikowski 2018; Omand 2017; Woo 
2017). In contrast, some who have been involuntarily hospitalized were so 
disempowered and, in some cases, traumatized, by the experience that they either 
left the province entirely or reported being reluctant to seek further mental health 
care (Hall 2001; Groves 2011; CBC Radio 2016; Leamon 2016). 
I acknowledge the diversity of these voices, but rather than entering this debate 
myself, in this dissertation I situate the discussion of mental health rights in the 
reality of our current legislation. The following sections take a closer look at the 
portions of BC’s Mental Health Act relevant to patients’ understanding of their 
rights. 
2.3  BC’s Mental Health Act  
The most salient sections of the Mental Health Act pertaining to involuntary 
patients’ rights are: 
• the certification criteria (s. 22(3)), 
• the obligations to notify involuntary patients of their rights (s. 34(1)), and 
• the rights themselves (s. 34(2)). 
The Mental Health Regulation further specifies that rights information must be 
given in writing via: 
• Form 13 for involuntary patients (s. 11(13)) and 
• Form 14 for children under the age 16 years who are hospitalized as 
“voluntary patients” on the authority of a parent or guardian (s. 11(14)). 
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In the sections that follow, I explain these aspects of the legislation in detail. 
2.3.1 Certification criteria 
A person can be certified under BC’s Mental Health Act only if a physician has 
examined them and believes they meet all four of these criteria: 
1. the person has a mental disorder that seriously impairs their ability 
(a) to react appropriately to their environment, or 
(b) to associate with others; 
2. the person requires treatment in or through a designated facility; 
3. the person requires care, supervision and control in or through a 
designated facility to prevent their substantial mental or physical 
deterioration or for the protection of the person or patient or the 
protection of others; and 
4. the person cannot suitably be admitted as a voluntary patient. 
(Adapted from Guide to the Mental Health Act, BCMH 2005, p. 8) 
The physician must complete a medical certificate (Form 4), which is the legal 
document that authorizes the person’s involuntary admission. One certificate 
allows the person to be detained for up to 48 hours. 
If, within that time, a second physician examines the person and believes they 
continue to meet the four criteria, that physician can issue a second certificate 
(Form 4), which would allow a person to be detained for up to one month from 
the day they were admitted. 
In practice, the two Form 4s are often completed at the same time (personal 
communication with A. Russolillo, clinical nurse specialist, 2016-01-18; with 
V. Bland, clinical nurse educator, 2017-10-11), although how frequently this 
occurs isn’t specifically tracked (BC Office of the Ombudsperson 2019). 
Form 5, the consent for treatment form, authorizes involuntary treatment. If the 
patient refuses to sign this form, someone else—typically a member of the 
hospital staff—may sign on their behalf. 
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A detailed look at the specifics of the certification criteria gives important context 
about the breadth and power of the Mental Health Act. 
2.3.1.1 “…only if a physician has examined them…” 
Any physician licensed to practise in BC, not necessarily a psychiatrist, may 
certify patients. On one hand, this provision ensures that where psychiatrists 
aren’t available, patients can still be certified and receive the psychiatric 
treatment they need. On the other hand, some non-psychiatrist physicians may 
not have the psychiatric expertise to assess a person’s mental state or identify the 
most appropriate treatment, yet they still have the authority to detain people 
under the Mental Health Act. 
As for what constitutes an examination, the legislation itself doesn’t define the 
term. But in the 2009 case of Mullins v. Levy, the BC Court of Appeal ruled that a 
physician’s examination does not have to involve an interview with the patient in 
all cases: 
“Examination”, in this context, must mean observing the person, 
reviewing the patient’s chart (if there is one), reviewing the 
available history and collateral information, and where possible (in 
the sense that the person complies) and necessary (in the sense that 
the information to be gained is not available from other sources) 
conducting a personal interview with the person to be admitted. 
(Mullins v. Levy 2009, para. 106) 
A physician can be deemed to have “examined” the person based on their own 
observations and information from police or family members and does not have 
to speak directly with the patient. Whereas before this ruling, the Guide to the 
Mental Health Act suggested that the second Form 4, which authorizes detention 
for up to one month, “must be based on the physician’s direct examination of the 
patient” (BCMH 2005, p. 11), the Mullins v. Levy case effectively lowered the 
burden physicians have to meet to certify patients. 
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2.3.1.2 “1. The person has a mental disorder…” 
The Mental Health Act defines “a person with a mental disorder” as “a person 
who has a disorder of the mind that requires treatment and seriously impairs the 
person’s ability (a) to react appropriately to the person’s environment, or (b) to 
associate with others” (s. 1). Mental disorder is a legal term rather than a medical 
term tied to any particular diagnoses. The Guide to the Mental Health Act 
(BCMH 2005) lists examples of symptoms that may indicate such a mental 
disorder, including “hallucinations, delusions, irrational thinking, manic 
excitement, depression or difficulty relating to others” (p. 72). These symptoms 
must be “severe enough to seriously impair the person’s functioning” (p. 72). 
2.3.1.3 “2. The person requires treatment in or through a designated facility” 
Designated facilities are provincial mental health facilities, psychiatric units, or 
observation units that the Ministry of Health has authorized to detain and treat 
involuntary patients (Mental Health Act s. 1). 
In this certification criterion, “in” refers to inpatient treatment and “through” 
refers to the possibility of involuntary outpatient treatment in the community. 
This provision is commonly called extended leave (BCMH 2005, p. 27), although 
this specific term doesn’t appear in the Mental Health Act itself. When a person 
is on extended leave, their certification is still officially under the administration 
of a particular hospital or psychiatric unit—hence “through a designated facility.” 
A person on extended leave is subject to conditions of leave (BCMH 2005, p. 30), 
and if those conditions aren’t met, the person may be “recalled” and 
rehospitalized as an inpatient (Mental Health Act s. 39(2)). 
The need for treatment in this criterion is a key component of BC’s Mental 
Health Act: the purpose of involuntary admission is treatment, so a person 
detained must be treated. Treatment, as defined in the Mental Health Act, 
“means safe and effective psychiatric treatment and includes any procedure 
necessarily related to the provision of psychiatric treatment” (s. 1). Psychotropic 
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medication, seclusion, restraints, electroconvulsive therapy, and psychosurgery 
all fall under this definition of treatment (BCMH 2005, p. 20). 
Gray, Shone, and Liddle (2008) give an example of how this “need for treatment” 
criterion can protect a person’s civil liberties by citing the 1995 Starnaman v. 
Penetanguishene Mental Health Centre case, where Walter Starnaman was 
detained under Ontario’s Mental Health Act after a diagnosis of antisocial 
personality disorder and an assessment that he posed a safety risk to young girls. 
Antisocial personality disorder doesn’t currently have an effective treatment, and 
under BC’s Mental Health Act, someone can’t meet this second criterion based on 
this disorder alone. 
2.3.1.4 “3. The person requires care, supervision and control in or through a 
designated facility to prevent their substantial mental or physical 
deterioration or for the protection of the person or patient or the 
protection of others” 
This criterion has been the focus of intense debate (McCorkell v. Riverview 
Hospital 1993; Groves 2011; Fraser 2015) and the reason BC’s Mental Health Act 
has been called the broadest of all mental health legislation across Canada. At 
issue is the interpretation of “protection” and “deterioration.” 
Whereas in some provinces, such as Quebec (Gray et al. 2016), people can be 
certified only if they become a physical threat to themselves or to others, 
“protection” in BC has been broadly interpreted by the BC Supreme Court in the 
McCorkell v. Riverview Hospital case to include protection from physical, social, 
family, vocational, or financial harms (BCMH 2005, p. 73). The Guide to the 
Mental Health Act (BCMH 2005) gives the example of a person in a manic state 
who is giving away large sums of money. Because this behaviour may constitute 
financial harm, if a physician believes the person also meets all of the other 
criteria for certification, they may be involuntarily hospitalized under BC’s 
Mental Health Act.  
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This criterion also allows certification on the basis of anticipated “substantial 
mental or physical deterioration.” The Guide to the Mental Health Act (BCMH 
2005) offers the following examples of issues physicians should consider when 
assessing the risk for deterioration: 
Has there been a previous episode? What were the early signs or 
symptoms of that episode? Are similar symptoms evident now? Has 
the person stopped treatment? (p. 67) 
Some advocates (Johnston 2017, p. 32) and legal scholars (Fraser 2015, pp. 244–
246) have argued that the notion of “substantial deterioration” is too subjective, 
leading to inconsistencies in how it’s interpreted and applied and thus lowering 
the threshold for certification. Johnston interviewed lawyers and legal advocates 
who had represented involuntary patients at review panel hearings (see 
section 2.3.3.5): 
Representatives gave examples of physicians pointing to the 
prospect that an individual may not eat properly, that an individual 
might smoke cigarettes, or that an individual might use substances 
as evidence of potential substantial deterioration. (p. 32) 
As for “The person requires care, supervision and control”—the word “control” 
appeared in BC’s very first Mental Health Act, of 1964, and it has persisted in 
revisions of the legislation ever since. Nursing scholar Maja Kolar (2018) did a 
critical discourse analysis on the Mental Health Act and the Guide to the Mental 
Health Act and concluded that the connotation of words like “control” didn’t 
align with the legislation’s purported therapeutic aim. 
2.3.1.5 “4. The person cannot suitably be admitted as a voluntary patient” 
Typically this criterion refers to people who refuse to accept voluntary treatment. 
In some psychotic disorders, such as schizophrenia or bipolar disorder, a chief 
symptom is anosognosia—the inability of the person to recognize that they’re ill. 
Anosognosia may interfere with a person’s willingness to accept treatment (Gray, 
Shone, and Liddle 2008, pp. 80–81). 
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However, this criterion has also been applied in cases where people seek 
voluntary treatment but may be a safety risk to themselves or others if they 
choose to leave—for example, people who are suicidal and may attempt to take 
their lives if they’re allowed to leave the facility (Guide to the Mental Health Act, 
BCMH 2005, p. 73). 
2.3.2 Rights-notification obligations according to the statute 
According to s. 34 of the Mental Health Act, the director of a designated facility 
must give involuntary patients notice about their rights, orally and in writing: 
1. when they’re admitted involuntarily under a Form 4 medical certificate, 
2. when they’re transferred to a designated facility, and 
3. whenever their certification is renewed. 
In practice, the director delegates this responsibility to others—usually clinical 
staff (Clements and Naccarato 2015; BC Office of the Ombudsperson 2019a). 
2.3.2.1 Initial admission 
As mentioned in section 2.3.1, the first Form 4 allows the patient to be admitted 
for up to 48 hours, and a second Form 4 completed before the end of those 
48 hours allows the patient to be kept in hospital for up to one month. If the two 
Form 4 certificates are completed separately, the patient would theoretically be 
ensured two opportunities to learn about their rights. But if the two Form 4 
certificates are completed at the same time, the patient may receive notice of 
their rights only once, when they’re first admitted. 
Some mental disorders can affect a person’s cognition in a way that may 
compromise their ability to understand new information (Fusar-Poli et al. 2012). 
If the admissions process is chaotic or stressful, situational factors may also affect 
comprehension (Rai, Loschky, and Harris 2015). 
To account for these possibilities, s. 34(3) of the Mental Health Act says: 
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If the director is satisfied that a patient was unable to understand 
the information in the notice at the time the notice was given to the 
patient, the director must give the notice again to the patient as 
soon as the director considers that the patient is capable of 
understanding the information in the notice. 
However, the legislation doesn’t specify how understanding or ability to 
understand should be assessed. 
2.3.2.2 Renewals 
Near the end of one month of involuntary hospitalization and treatment under 
two Form 4 certificates, if a physician, after examining the patient, believes that 
the patient continues to meet the criteria for hospitalization, they may renew the 
patient’s certification by completing Form 6. 
The first Form 6 renewal has a maximum length of one month. The second 
renewal has a maximum length of three months. The third and all subsequent 
renewals have a maximum length of six months. 
Table 2.2 summarizes the lengths of the certification periods from the initial 
involuntary admission. 
Table 2.2: Certification periods from initial involuntary admission 
Certificate Length of time the certificate is valid 
First Form 4 medical certificate 48 hours 
Second Form 4 medical certificate 1 month from admission 
First Form 6 renewal certificate 1 additional month 
Second Form 6 renewal certificate 3 additional months 
Third and subsequent Form 6 
renewal certificates 
6 additional months 
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These certification periods are meant to ensure that, at least twice a year, 
certified patients: 
• will be examined to see if they still meet the certification criteria and 
• will be told their rights under the Mental Health Act. 
There is no maximum number of renewal periods for a patient and, in theory, 
someone may remain certified indefinitely, either as an inpatient or in the 
community on extended leave. 
2.3.2.3 Posting 
Section 5 of the Mental Health Regulation says that: 
• a copy of the Mental Health Act, 
• the first ten sections of the Mental Health Regulation, and 
• Forms 13 and 14 (notices to patients about their rights) 
must be posted in a conspicuous and accessible place in the designated facility. 
Presumably this provision is to allow patients ready access to information about 
the legislation and their rights. 
2.3.3 Involuntary patients’ rights 
Involuntary patients must be informed, orally and in writing, about the following 
rights that they retain or gain: 
1. They have the right to know the name and location of the facility. 
2. They have the right to know the reason they have been certified. 
3. They have the right to contact a lawyer. 
4. They have the right to be examined regularly to evaluate their 
involuntary status. 
5. They have a right to apply for a review panel hearing. 
6. They have a right to a judicial review of their certification documents to 
confirm whether their detention is lawful (habeas corpus). 
7. They have a right to appeal to the Supreme Court of BC to evaluate 
their involuntary status. 
 32 
8. They have a right to ask for a second medical opinion. (Adapted from 
Form 13, Mental Health Regulation 1998) 
This list of rights isn’t exhaustive—it’s simply what patients must be told, 
according to the legislation. Although involuntary patients may lose their right to 
freedom of movement and to make decisions about their psychiatric care, they 
retain most of their usual rights, including, for example, the right to refuse non-
psychiatric treatment as well as the right to vote. 
Rights 2, 3, and 6 are guaranteed by s. 10 of the Canadian Charter of Rights and 
Freedoms (1982), which says: 
10. Everyone has the right on arrest or detention 
(a) to be informed promptly of the reasons therefor; 
(b) to retain and instruct counsel without delay and to be 
informed of that right; and 
(c) to have the validity of the detention determined by way of 
habeas corpus and to be released if the detention is not 
lawful. 
Gray, Shone, and Liddle (2008) write: 
One consequence of not providing the rights information as 
required by the Charter and the Mental Health Act is that the 
patient’s involuntary admission may not be valid. (p. 338) 
That is, not following the law can risk invalidating the admission. If an admission 
isn’t valid, a person can challenge their detention in court. 
A more detailed analysis of each Mental Health Act right follows. 
2.3.3.1 They have the right to know the name and location of the facility 
The name and address of the designated facility where the involuntary patient 
has been hospitalized should appear on their copy of Form 13 (see section 2.3.4), 
and patients may ask for this information at any time. The Mental Health Act and 
the Guide to the Mental Health Act don’t specify the reason for this right, but 
presumably it allows patients to know where they are—information they can then 
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convey to family members who might be looking for them or to a legal advocate 
or lawyer with whom they may want to meet. 
2.3.3.2 They have the right to know the reason they have been certified 
According to s. 10 of the Charter, a person has the right to know why they’ve been 
detained, but how detailed do those reasons have to be? 
Gray, Shone, and Liddle (2008) write that simply telling someone they meet the 
criteria for certification should be enough to satisfy the s. 10 Charter 
requirements: 
There is an issue in a treatment situation about how detailed or 
specific the reasons have to be. On one hand, a lawyer acting on 
behalf of a patient to prove that the admission criteria were not 
satisfied would want as much detail as possible. On the other hand, 
an attending physician working with a person who does not believe 
they are ill and who harbors paranoid delusions against people who 
provided collateral information may want to be able to provide 
minimal reasons. The reason is to protect the collateral sources 
from possible retaliation and improve the chances of the person 
accepting treatment. […] 
Stating that the person meets the criteria of the Mental Health Act 
appears to satisfy the Charter. More detailed reasons, such as are 
contained in the certificate, probably do not have to be provided 
immediately, but are available to a patient as part of the right to 
access their file. An analogy is that a police officer must inform a 
person that they are arrested but, on arrest, does not have to 
provide the person with all the evidence related to the charge. 
(p. 344) 
According to the Mental Health Act, the doctor must specify in writing, on the 
certificate, how the involuntary patient meets each of the four criteria. Mental 
health advocates have argued that, to know the reason they’ve been certified, 
involuntary patients should be provided their certificates: 
Detainees have a constitutionally guaranteed right to be promptly 
provided with the reasons for their detention, however, 
representatives reported that detaining facilities frequently violate 
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this right by failing to provide detainees with their certificates. 
Representatives also reported that the reasons for detention that 
physicians provided on certificates were often illegible and wholly 
inadequate to explain the application of the legal criteria. (Johnston 
2017, p. 14) 
Yet, unless they apply for a review panel hearing (see 2.3.3.5), in which case the 
BC Mental Health Review Board’s Rules of Practice and Procedure (BCMHRB 
2018b) mandate that they be allowed to see their certificates, involuntary patients 
may not be allowed access to their health records while they are in the hospital. 
According to the Guide to the Mental Health Act (BCMH 2005): 
The Freedom of Information and Protection of Privacy Act (1996) 
allows patients access to their medical file information unless: 
• to do so “could reasonably be expected to result in 
immediate and grave harm to the (patient’s) safety or mental 
or physical health”; 
• to do so “could reasonably be expected to threaten anyone 
else’s safety or mental or physical health or interfere with 
public safety.” (p. 49) 
This provision allows treatment teams to restrict an involuntary patient’s access 
to their own records, including their certificates, if staff have concerns about 
safety. 
Without access to the certificate, patients may know that they’ve been 
hospitalized under the four criteria of the Mental Health Act but may not 
understand how those criteria apply to their specific situation. 
Johnston’s finding that the reasons listed on certificates are often “inadequate” 
was shared by the BC Office of the Ombudsperson, who explained in the report 
Committed to Change (2019a) that inadequate reasons impinge on a patient’s 
right to legally challenge their certification: 
Reasons provide the rationale and justification for decisions and are 
a means to facilitate understanding and to allow for a meaningful 
appeal or review. The information contained in the medical 
certificate may form the basis for the patient to challenge the 
 35 
admission before a review panel or the court. Failure to provide 
adequate reasons can disadvantage a person who wants to 
challenge their detention. (p. 38) 
2.3.3.3 They have the right to contact a lawyer 
Section 10 of the Charter phrases this provision as the right “to retain and 
instruct counsel without delay.” 
In criminal contexts involving police, “without delay” has been interpreted to 
mean “immediately” (Department of Justice 2018), and although criminal 
standards may not always apply to civil cases of involuntary admission (Gray, 
Shone, and Liddle 2008, p. 340), advocates have criticized the province’s 
“absence of funding for legal advice for Mental Health Act detainees” (Johnston 
2017, p. 61), which limits involuntary patients’ access to counsel. As Johnston 
wrote: 
The constitutional right to retain and instruct counsel without delay 
on detention is only meaningfully fulfilled when detainees are 
granted access to a legal representative. (p. 61) 
A lawyer might advise patients about their legal rights, represent them at a review 
panel hearing (see section 2.3.3.5), or help them challenge their certification in 
court (see sections 2.3.3.6 and 2.3.3.7). 
How often patients request and are granted access to counsel may not be 
documented in their records and isn’t tracked provincially (personal 
communication with A. Russolillo, clinical nurse specialist, 2019-01-14; with 
P. Charlebois, clinical nurse educator, 2019-01-14; with V. Bland, clinical nurse 
educator, 2019-01-28). As a result, it’s unclear how important patients perceive 
this right to be. 
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2.3.3.4 They have the right to be examined regularly to evaluate their 
involuntary status 
In each certification period (see Table 2.2), involuntary patients have the right to 
be examined by a physician to see if they continue to meet the four criteria for 
certification. If they stop meeting any of the four criteria, they must be decertified, 
although they may continue to receive voluntary treatment. This right is meant to 
ensure that patients have the opportunity, at least twice a year, to have their 
involuntary status reviewed and reassessed. In theory, this safeguard would 
prevent someone who stops meeting the criteria from being certified indefinitely. 
Section 34(2)(c) of the Mental Health Act implies that patients must be informed 
of the duration of their detention. Form 13 uses its explanation of “examined 
regularly” to describe the certification periods, but there is nowhere on the form 
to specify to patients when their certificate expires. 
2.3.3.5 They have a right to apply for a review panel hearing 
Under s. 25 of the Mental Health Act, an involuntary patient or someone on their 
behalf has the right to challenge their certification by requesting a hearing before 
a review panel. A review panel consists of: 
• a lawyer, who usually chairs the hearing, 
• a physician who isn’t involved in the patient’s treatment, and 
• a member of the community who is neither a lawyer nor a doctor. 
The panel is independent of the hospital and hears evidence from both the 
patient and a case presenter representing the facility—usually someone on the 
patient’s treatment team. Based on that evidence, the panel decides whether the 
patient meets the four certification criteria. If so, the patient remains certified. If 
not, the patient will be decertified. The panel’s decision is binding. 
Patients may have a lawyer or legal advocate represent them at the hearing, and 
they may call witnesses related to their case. Many patients seek representation 
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via the Community Legal Assistance Society’s Mental Health Law Program 
(Johnston 2017, pp. 10–11). 
The panels are arranged through the BC Mental Health Review Board, which has 
Rules of Practice and Procedure (BCMHRB 2018b) that govern the review panel 
hearings. 
According to the Mental Health Review Board’s 2017/2018 annual report, there 
were 2,234 applications in 2017 for review panel hearings, “875 of which 
proceeded to a hearing on the merits” (BCMHRB 2018a, p. 8). These figures 
show that out of all of the rights patients have to challenge their detention or 
treatment—such as the right to a judicial review or the right to a second medical 
opinion—the review panel hearings are the most frequently accessed, likely 
because they involve no financial cost to the patient. This fact suggests that 
information about this right may be particularly important to convey to patients. 
An involuntary patient may apply for a review panel hearing once per 
certification period (see Table 2.2) after their second Form 4 medical certificate. 
2.3.3.6 They have a right to a judicial review of their certification documents 
to confirm whether their detention is lawful (habeas corpus) 
According to the Guide to the Mental Health Act (BCMH 2005), applying to the 
court by way of habeas corpus: 
is a rarely used procedure to bring before the court the question of 
whether a person is lawfully detained. The procedure is usually 
reserved for situations when a Medical Certificate is considered to 
be in error. (p. 48) 
This right is guaranteed by s. 10 of the Charter and is indeed rarely used: “Since 
the last significant amendments were made to the BC Mental Health Act in 1998,” 
there have been “no published habeas corpus decisions among the tens of 
thousands of people detained in designated facilities in the nearly 20 year time 
span” (Johnston 2017, p. 67). 
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2.3.3.7 They have a right to appeal to the Supreme Court of BC to evaluate 
their involuntary status 
Under s. 33(2) of the Mental Health Act, involuntary patients, or anyone acting 
on their behalf, may apply to the Supreme Court of BC to have their case 
reviewed by a judge. The judge would review evidence relating to the patient’s 
admission and detention and determine if there is “sufficient reason or legal 
authority for the certificate” (s. 33(2)). 
The Guide to the Mental Health Act (BCMH 2005) says, “While it is possible to 
go to court without a lawyer, it is advisable to have one” (p. 48) and emphasizes 
that applying for a review panel hearing would yield faster results. (Patients do 
have the option of both appealing to the Supreme Court of BC and applying for a 
review panel hearing.) 
Legal fees and court costs may play a role in how little this right is exercised. 
Since 1998, “there has only been one published decision from the BC Supreme 
Court of a s. 33 application” (Johnston 2017, p. 67). 
In this case, N.T. v. Facility (2012), an involuntary patient, N.T., appealed the 
decision of a review panel to continue his detention. The hearing before the judge 
occurred in April 2012; in August 2012 the judge found that the review panel had 
“sufficient reasons” to reach their decision and dismissed N.T.’s petition. 
This right, of appealing to the Supreme Court of BC, and the right to a judicial 
review of their certification documents (section 2.3.3.6) are so rarely accessed 
compared with review panel hearings (section 2.3.3.5) as a means of challenging 
the certification that it makes sense to emphasize review panels in rights 
information for patients. 
2.3.3.8 They have a right to ask for a second medical opinion 
Under s. 31(2) of the Mental Health Act, an involuntary patient, or anyone on 
their behalf, may ask for another doctor licensed to practise in BC to examine the 
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patient and offer a second medical opinion. In theory, this right allows a patient 
to have an independent physician assess the appropriateness of their treatment 
plan and may be helpful for patients who have a doctor in the community that 
they trust and who might be more familiar with their medical history than the 
physician at the hospital. 
An involuntary patient may apply for a second medical opinion once per 
certification period (see Table 2.2) after their second Form 4 medical certificate. 
This second medical opinion pertains to treatment only, not to certification, and 
it isn’t binding, although the director of the designated facility must consider it. 
Although the Mental Health Regulation says that the examination for the second 
medical opinion “must be completed as soon as reasonably practicable” after the 
patient applies, unlike applications for review panel hearings (see 2.3.3.5), there’s 
no statutory time limit specifying how soon an examination must take place, so 
it’s possible for a patient to apply and for the examination not to happen. 
The doctor giving the second opinion would have their fees covered by BC’s 
Medical Services Plan, but the patient may be responsible for paying the doctor’s 
travel costs. 
The Medical Services Plan billing codes for second medical opinions are as 
follows: 
• 96201: General practitioner—First and follow-up 
assessments 
• 96301: Specialist—First assessment 
• 96302: Specialist—Follow-up assessment (same patient, 
same treatment, different renewal period) (Guide to the 
Mental Health Act, BCMH 2005, p. 34) 
The number of times these codes were billed to between 2012 and 2018 is shown 
in Table 2.3. (To protect the privacy of individuals in the data, these numbers 
have been rounded to the nearest 5. To prevent identifying an individual, any 
result 12 or below has been masked as “≤10.” As a result, the totals calculated are 
approximate and are given to illustrate the order of magnitude.) 
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Table 2.3: Number of times the second medical opinion codes were 




2012 2013 2014 2015 2016 2017 2018 
96201 35 25 50 15 ≤10 20 15 
96301 60 55 65 80 90 75 80 
96302 45 25 ≤10 15 ≤10 ≤10 ≤10 
TOTAL 
(approximate) 
140 105 125 110 110 95 105 
 
The approximately 110 (possible minimum of 88, possible maximum of 116) 
second medical opinions billed in 2016 represent around 0.5% of the 20,008 
involuntary hospitalizations of the 2015/2016 fiscal year. It’s unclear if this right 
is rarely exercised because patients don’t understand it or if there are too many 
real or perceived barriers to its use. 
Still, it’s the only right that allows patients to challenge their treatment plan, so 
it’s important for patients to know about. 
2.3.4 Rights-notification tools (Form 13) 
BC’s Mental Health Regulation (1999) says that patients should receive rights 
information via Forms 13 (see Figure 2.1 and Figure 2.2) and 14 (see Appendix A). 
• Form 13 is for involuntary patients (Mental Health Regulation s. 11(13)) 
and 
• Form 14 is for children under the age 16 years who are hospitalized as 
“voluntary patients” on the authority of a parent or guardian (Mental 
Health Regulation s. 11(14)). 
Forms 13 and 14 are two pages each. The first page is a list of the patient’s mental 
health rights and must be read to the patient. The second page gives further 
information on each of the rights. 
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After page 1 of the form is read to the patient, the patient is asked to sign the form, 
after which it’s placed in the patient’s file. 
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Figure 2.1: Page 1 of Mental Health Act Form 13 (actual size is 
8.5 inches wide by 11 inches tall) 
  
HLTH 3513 Rev. 2005/06/01
FORM 13
MENTAL HEALTH ACT
[ Section 34, R.S.B.C. 1996, c. 288 ]
NOTIFICATION TO INVOLUNTARY PATIENT
OF RIGHTS UNDER THE MENTAL HEALTH ACT
The information in bold type must be read to the patient.
I am here to tell you about your legal rights under the Mental Health Act as an involuntary patient. 
I will read you a summary of these rights. You may ask me questions at any time. I will give you a 
copy of this form, which contains information for you to read.
You have the right:
 1. to know the name and location of this facility. It is
  at
 2. to know the reason why you are here. You have been admitted under the Mental Health
  Act, against your wishes, because a medical doctor is of the opinion that you meet the
  conditions required by the Mental Health Act for involuntary admission. (see Reasons for
  Involuntary Admission)
 3. to contact a lawyer. (see Contacting a Lawyer)
 4. to be examined regularly by a medical doctor to see if you still need to be an involuntary
  patient. (see Renewal Certiﬁ cates)
 5. to apply to the Review Panel for a hearing to decide if you should be discharged.
  (see Review Panel)
 6. to apply to the court to ask a judge if your medical certiﬁ cates are in order.
  A lawyer is normally required. (see Judicial Review (Habeas Corpus))
 7. to appeal to the court your medical doctor’s decision to keep you in the facility.
  A lawyer is normally required. (see Appeal to the Court)
 8. to request a second medical opinion on the appropriateness of your medical treatment.
  (see Second Medical Opinion)
name of facility
location
name of patient (please print) 
patient’s signature date signed (dd / mm / yyyy)
name of person who provided information Give the patient a blank copy and ﬁ le the named copy in the chart
  PAGE 1 OF 2
 43 
Figure 2.2: Page 2 of Mental Health Act Form 13 (actual size is 
8.5 inches wide by 11 inches tall) 
  
HLTH 3513 Rev. 2005/06/01
MORE INFORMATION
REASONS FOR INVOLUNTARY ADMISSION
A medical doctor signed a medical certiﬁ cate for your involuntary admission because the doctor is of 
the opinion that
(a) you are a person with a mental disorder that seriously impairs your ability to react appropriately 
to your environment or associate with other people,
(b) you require psychiatric treatment in or through a designated facility,
(c) you should be in a designated facility to prevent your substantial mental or physical
deterioration or to protect yourself or other people, and
(d) you cannot be suitably admitted as a voluntary patient.
The reasons why the medical doctor thinks you should be here are written on the medical certiﬁ cate. 
You may have a copy of the medical certiﬁ cate unless the hospital believes that this information will 
cause serious harm to you or cause harm to others.
As an involuntary patient, you do not have a choice about staying here. The staff may give you
medication or other treatment for your mental disorder even if you do not want to take it.
CONTACTING A LAWYER
You may contact any lawyer or advocate you choose at any time.
RENEWAL CERTIFICATES
If a second medical certiﬁ cate is completed within 48 hours of your admission, you may be required 
to stay in hospital for up to one month depending on your response to treatment. Before the end of 
the month a medical doctor must examine you and your involuntary certiﬁ cate may be renewed, if 
necessary, for up to another month. After this, the certiﬁ cates must be renewed at the end of three 
months and then every six months. Every time a new certiﬁ cate is ﬁ lled out, you have the right to ask 
for a hearing by a review panel.
REVIEW PANEL
You or someone on your behalf may apply to the review panel by ﬁ lling in a Form 7, Application for 
Review Panel Hearing. This form is available in the nursing unit. The review panel must decide within 
14 days to continue your hospitalization or discharge you. There is no cost. Information about how a 
reveiw panel works can be provided by your nurse or you can contact the Mental Health Law
Program directly at (604) 685-3425 or toll free at 1-888-685-6222.
JUDICIAL REVIEW (HABEAS CORPUS)
You may ask the court to look at the documents used in your involuntary admission to see whether 
you should be kept in this facility. You will need a lawyer to assist you and there may be a cost.
APPEAL TO THE COURT
Your may ask the Supreme Court of British Columbia to decide whether you must continue to be an 
involuntary patient. You will need a lawyer to assist you and there may be a cost.
SECOND MEDICAL OPINION
At any time after the second medical certiﬁ cate is completed, you, or a person on your behalf, may 
request a second medical opinion about the appropriateness of your medical treatment. The second 
opinion is NOT about about whether you should continue to be an involuntary patient. You may ask 
to be seen by a medical doctor of your choice or ask the director to pick a medical doctor. There may 
be a cost to you depending on the distance the doctor has to travel. When the director receives the 
second opinion, the director does not have to change the treatment; it is only an opinion.
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Forms 13 and 14 are substantively similar in content, language, layout, and 
design. The main difference between the forms is that Form 14 doesn’t specify 
that children have the right to apply for a second medical opinion. As Wayte 
(2006) notes: 
This is clearly an inconsistency within the legislation, and has an 
important impact on the due process rights of those admitted under 
s. 20(l)(a)(ii). In effect, youth under 16 years may have the right to 
a second medical opinion, but they are not informed of this right. 
(p. 15) 
Forms 13 and 14 were never user tested with its target audience—namely, newly 
admitted, transferred, or renewed involuntary patients (personal communication 
with G. Clements, health lawyer and co-author of the forms, 2015-10-04). As a 
result, whether it is an effective communication tool for patients was never 
confirmed. 
An early indicator that it might be inappropriate for its audience is that its 
reading level is too high. Although readability formulas aren’t necessarily a 
reliable indicator of comprehensibility (Schriver 2000), health literacy experts 
recommend a reading level of no higher than grade 8 for material for the general 
public and preferably a reading level of grade 5 or 6 for people who may have low 
literacy or cognitive problems that may interfere with reading comprehension 
(Cotugna, Vickery, and Carpenter-Haefele 2005). 
As a crude measure of readability, I used Microsoft Word’s built-in readability 
statistics function to measure the Flesch-Kincaid reading grade level (Kincaid et 
al. 1975) of Form 13. A document with a Flesch-Kincaid grade level of 8, for 
example, is likely to be understandable to an eighth-grader in the United States. 
Page 1 of Form 13 has a Flesch-Kincaid reading level of grade 7.6, but page 2 has 
a reading level of grade 10.4. This high score suggests that Form 13 may be too 
hard for people to read and is an appropriate candidate for simplification. 
These readability scores apply to both Forms 13 and 14. Because my study 
population included only people over the age of 16 years, the rest of this 
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dissertation focuses on Form 13 only, although many of the findings may apply to 
Form 14 as well. A discussion of mental health rights information aimed at 
children and youth can be found in Wayte (2006). 
2.4  Cross-jurisdictional comparison of rights-information 
practices across Canada 
How does BC’s rights-information practices compare with those in other 
provinces and territories, which also have a duty to tell involuntary patients 
about their s. 10 Charter rights? 
All 13 Mental Health Acts across Canada specify how and when patients should 
receive rights information after they’re taken to hospital for involuntary 
examination or treatment, but their approaches vary considerably. Gray, Shone, 
and Liddle (2008, pp. 336–351) offer a brief legal analysis of some of these 
differences. I expanded on their work by extracting the relevant portions of 
mental health legislation from all Canadian jurisdictions to compare the main 
differences in rights-information practices that may affect patients’ experience of 
their involuntary hospitalization. The results of that extraction are presented in 
Appendix B. 
Later, through interviews with people who’ve experienced involuntarily 
hospitalization in BC, I explore whether these differences in rights-information 
practices are important to the involuntary patient’s experience (see the results in 
Chapters 6 and discussion in Chapter 7). 
To prevent clutter, I’ll refrain from inserting citations to specific legislation in this 
section. This analysis is based on the Mental Health Act and Mental Health 
Regulation in each jurisdiction, and I’ve listed these in the references under the 
heading “Mental health legislation referenced.” See Appendix B for citations of 
specific sections of the legislation relevant to the discussion. 
This comparison is based on the written legislation only and may not reflect 
actual practice. Some facilities might not comply with the law as written (Alberta 
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Mental Health Patient Advocate 2015; Ombudsman Saskatchewan 2014; BC 
Office of the Ombudsperson 2019a), and others may offer patients rights and 
privileges that are above and beyond what the legislation requires (for example, a 
rights document available through Ontario’s Psychiatric Patient Advocate Office 
[2016] tells patients that they have the right to be treated with dignity and respect 
and the right to vote, among many other rights beyond what the legislation 
requires that patients be told, as summarized in Appendix B). 
2.4.1 Rights notification, rights advice, and rights information 
In this comparison, and for the remainder of this dissertation, I distinguish 
between rights notification and rights advice: 
• Rights notification involves telling a patient what rights they have. 
• Rights advice involves explaining what the rights mean—for example, the 
power and scope of each right—and usually involves advocacy to help 
patients exercise their rights. 
In practice, the line between rights notification and rights advice may not always 
be clear. For example, BC’s Mental Health Act requires only that involuntary 
patients be notified of their rights. Page 1 of Form 13, which is read to the patient, 
usually by a member of the hospital staff (Clements and Naccarato 2015; BC 
Office of the Ombudsperson 2019a), serves that function. Yet Form 13 also 
implies that the staff member is expected to answer patients’ questions about 
rights and help them access certain rights, like applying for a review panel 
hearing. These functions arguably cross the boundary beyond rights notification 
but don’t quite meet the standards of independence and advocacy that rights 
advice would offer. 
I use the term rights information to capture these ambiguous cases and to 
discuss both rights notification and rights advice in general. So, for example, in 
BC, patients receive rights information via both pages of Form 13, although the 
Mental Health Act itself requires only rights notification. 
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2.4.2 Points of comparison 
2.4.2.1 Does the legislation require that a peace officer notify a person of 
their rights upon detention, in accordance with s. 10 of the Charter? Is 
the facility required to notify a person of their s. 10 Charter rights 
when they arrive, separate from other Mental Health Act rights? 
As mentioned in section 2.3.3, s. 10 of the Charter says that everyone, upon 
detention, has the right to be told why they’ve been detained and to be told that 
they have the right to a lawyer. (They also have the right “to have validity of the 
detention determined by way of habeas corpus,” but the Charter doesn’t specify 
that the person must be informed of that right.) 
In some jurisdictions—like Manitoba, New Brunswick, Newfoundland and 
Labrador, the Northwest Territories, Prince Edward Island, Quebec, and Yukon—
the mental health legislation specifies that a peace officer who detains a person 
under that legislation must inform that person of the reason for detention and 
the right to a lawyer. In several of those jurisdictions—New Brunswick, Prince 
Edward Island, Quebec, and Yukon—the peace officer is also required to tell the 
person where they’re being taken. In Quebec, the person is told that they have the 
right to contact their relatives. According to Saskatchewan’s mental health 
legislation, the person must be told only the reasons they’re being detained, with 
no requirement to tell them about their right to counsel. 
All of the jurisdictions that require a peace officer to notify a detainee under the 
Mental Health Act of their s. 10 Charter rights also require hospital staff to do 
the same when they arrive at the facility, except for the Northwest Territories. In 
other words, when detainees arrive, but before they’re examined and formally 
involuntarily admitted, they’re told where they are and that they have a right to a 
lawyer. 
In all other jurisdictions, including BC, the mental health legislation is silent on 
whether peace officers must inform patients of their s. 10 Charter rights. To do so 
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is a legal obligation under the Charter but isn’t explicitly in the Mental Health 
Act. Similarly, BC’s Mental Health Act doesn’t specifically require hospital staff to 
notify a person of their s. 10 Charter rights when they arrive to the facility but 
before they’re admitted. As a result, the first time someone learns their s. 10 
rights could be after they’ve been examined and certified, which may occur 
several hours after they’re first detained by police (Wilson-Bates 2008; 
Thompson 2010; Vancouver Police Department 2013). 
2.4.2.2 How does the legislation require patients to be informed? 
Most jurisdictions specify that patients must be notified of their rights orally and 
in writing. Manitoba is an exception, whose Mental Health Act says only that 
patients must be notified in writing. New Brunswick, Prince Edward Island, 
Quebec, and Yukon all use the term “inform,” which may refer to oral 
communication. 
BC’s Mental Health Act says that patients must be informed of their rights orally 
and in writing. Having more than one mode of communication increases the 
likelihood that patients will understand their rights, particularly if they have 
different communication preferences. 
2.4.2.3 When does the legislation specify that patients must be given rights 
information? 
The Guide to the Mental Health Act (BCMH 2005) says that patients must be 
informed of their rights “promptly” upon admission, which the BC Office of the 
Ombudsperson (2019a) has interpreted to mean “immediately” or at least on the 
day of admission. Many other jurisdictions use similar wording: in New 
Brunswick and Newfoundland and Labrador, for example, s. 10 Charter rights 
must be given “promptly” upon detention. Manitoba’s legislation says that rights 
information must be given “as soon as reasonably possible,” and the Northwest 
Territories’ Mental Health Act says that rights information should be given “at 
the earliest opportunity” after detention. In addition, many of these jurisdictions 
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have set time frames in which patients must receive rights advice from an 
independent body (see section 2.4.2.8): rights advisors meet with patients within 
72 hours of admission in New Brunswick and within 24 hours of admission in 
Newfoundland and Labrador. 
2.4.2.4 Does the legislation specify that rights must be posted? 
Posting the rights in high-traffic common areas within the psychiatric unit would 
give involuntary patients the opportunity to read about their rights at any point 
in their stay in hospital, in case they want to review the information or don’t 
remember receiving it upon admission. 
As in BC, the mental health legislation in Manitoba, Newfoundland and Labrador, 
the Northwest Territories, Nova Scotia, Nunavut, and Prince Edward Island 
require that rights information be posted. Other jurisdictions don’t have this 
requirement. But in BC, the rights posted are in the form of Forms 13 and 14, 
which were created to be documents to read up close. They have not been tested 
for their effectiveness as posters. Their small print may make them harder to 
notice from a distance and to read. 
2.4.2.5 Does the legislation specify that rights must be repeated if the patient 
doesn’t appear to understand them? 
When patients are first admitted, they may refuse rights information or may not 
have the cognitive ability to understand new information (Gray, Shone, and 
Liddle 2008). One way to increase the likelihood that they’ll understand their 
rights is to repeat the information when they appear well enough to understand. 
In BC, as in Manitoba, Newfoundland and Labrador, the Northwest Territories, 
Nunavut, Prince Edward Island, and Yukon, rights information must be repeated. 
In other jurisdictions, the mental health legislation doesn’t require that rights 
information be repeated. (This comparison doesn’t consider whether patients 
may have heard their s. 10 Charter rights from peace officers. For example, in 
Quebec, people are notified of their Charter rights upon detention by a peace 
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officer and again at the hospital, when they appear to be able to understand 
information. Although patients in this case would have heard at least their 
Charter rights more than once, I’m not considering the notification by hospital 
staff a repetition of their Mental Health Act rights.) 
Repeating rights information gives patients an additional opportunity to learn 
their rights, but BC’s Mental Health Act and Mental Health Regulation don’t 
specify how patient comprehension and repetition of rights should be tracked 
and recorded. According to the Guide to the Mental Health Act (BCMH 2005), “If 
the person does not, or appears not to, understand the rights information upon 
admission, it must be repeated as soon as the person is capable of understanding 
it and another copy of Form 13 or 14 provided.” Given the BC Office of the 
Ombudsperson’s finding that only 49% of patient files contained a Form 13 
(2019a), it’s unclear how often rights information is repeated and an additional 
Form 13 provided to patients. 
2.4.2.6 Does the legislation specify that rights information must be given in a 
language that the patient understands? 
Section 14 of the Charter says that “A party or witness in any proceedings who 
does not understand or speak the language in which the proceedings are 
conducted or who is deaf has the right to the assistance of an interpreter.” This 
right refers to court proceedings, but the mental health legislation in some 
jurisdictions extends this right to involuntary patients’ rights information. 
Patients in Alberta, Manitoba, Newfoundland and Labrador, the Northwest 
Territories, Nunavut, Prince Edward Island, and Yukon have the right to receive 
rights information in a language they understand. 
In contrast, BC, New Brunswick, Nova Scotia, Ontario, Quebec, and 
Saskatchewan make no such guarantee in their mental health legislation. BC’s 
Guide to the Mental Health Act (BCMH 2005) says, “The facility should provide 
assistance for people who may not understand the rights information because 
English is their second language or because of other communication challenges, 
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such as a hearing deficiency” (p. 41), but this accommodation isn’t required in the 
Mental Health Act itself. 
This issue is important because patients who face language barriers without an 
interpreter face a “higher risk of misdiagnosis, misunderstanding and 
mismanagement. […] Ethno-racial clients without appropriate language 
accommodation may be labelled ‘non-compliant’ and face differential treatment 
in hospital settings” (Dhand 2o16, p. 462). 
2.4.2.7 Does the legislation specify a statutory document that must be used to 
inform patients of their rights? 
As in BC, the mental health legislation in Nunavut, Ontario, Quebec, and the 
Northwest Territories specify that rights information must be given with a 
particular statutory document. In all other jurisdictions, the legislation lists the 
rights that the patient must be told but doesn’t mandate a specific document to 
use to tell them. 
On one hand, a statutory document—especially one that’s easy to find and print 
from a government website—means that all patients across the province or 
territory will receive the same information, presented in a consistent way. And in 
BC, Form 13 serves a dual function of providing patients rights information and 
recording, for a patient’s health records, that they’ve received that information. 
On the other hand, a document developed by the government, particularly one 
that hasn’t been tested with its target audience, might not be at an appropriate 
language level for involuntary patients nor easily adaptable to patients with 
different literacy levels. 
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2.4.2.8 Does the legislation require rights advice be given by an independent 
body, where rights advisors aren’t involved with the patient’s 
treatment? 
New Brunswick, Newfoundland and Labrador, Nova Scotia, Ontario, and 
Saskatchewan have rights advisors who are independent of the treatment team 
and automatically meet with certified patients and explain their rights to them. In 
Alberta, patients initially hear rights information from clinical staff but may 
request a meeting with an advocate who can give rights advice. Many rights-
advice services are provided by an advocacy office that also helps patients 
exercise their rights, like applying for and preparing for a hearing with a mental 
health tribunal. In some jurisdictions, like Saskatchewan, rights advice is usually 
given by lawyers (Government of Saskatchewan 2015). In New Brunswick, rights 
advisors are typically social workers (personal communication with G. Vautour-
Kerwin, provincial director of Psychiatric Patient Advocate Services of New 
Brunswick, 2016-09-16). Nova Scotia simply has a list of qualifications rights 
advisors must meet and doesn’t specify that they be a particular type of 
professional (Nova Scotia Mental Health Services, n.d.). 
In all other jurisdictions, like BC, providing rights information is the 
responsibility of the “director” or “board” of the facility. In practice, in BC, that 
responsibility is delegated to clinical staff (Clements and Naccarato 2015; BC 
Office of the Ombudsperson 2019a). 
Some advocates argue that having clinical staff give patients rights information is 
a conflict of interest, because staff are usually motivated to keep patients in 
hospital for treatment, which may lead them to give incomplete rights 
information (Johnston 2017). 
2.4.2.9 Relevance to this dissertation 
Are these differences in rights-information practices important to the involuntary 
patient’s experience? In Chapter 6 I report the results of a thematic analysis that 
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explores this issue with interview data from people who’ve experienced 
involuntarily hospitalization in BC, and I discuss the implications of those results 
in Chapter 7. 
(For further details about each jurisdiction’s rights-information requirements 
and the specific rights that patients must be told, refer to Appendix B.)
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3  Methods and methodology 
Every point in the exercise of power is at the same 
time a site where knowledge is formed. And, 
conversely, every established piece of knowledge 
permits and assures the exercise of power. 
—Michel Foucault, 1979 
There is truth in the proposition that if we cannot 
understand our rights, we have no rights. 
—Chief Justice Beverley McLachlin, 2002 
3.1  A transformative research paradigm 
To interrogate and begin to redress the power imbalance (see section 1.4) that 
can harm the involuntary patient’s experience, I’ve adopted Mertens’s (2007) 
transformative research paradigm, which provides “a framework for examining 
assumptions that explicitly address power issues, social justice, and cultural 
complexity throughout the research process” (pp. 212–213). The transformative 
paradigm takes an activist viewpoint that recognizes power differences and 
involves the community of interest in designing and implementing solutions to 
advance social justice by redressing those power imbalances. 
Mertens summarizes the basic beliefs of the transformative paradigm as follows 
(reproduced verbatim from Mertens 2007, Table 1, p. 217): 
Ontology: There are multiple realities that are socially constructed, 
but it is necessary to be explicit about the social, political, cultural, 
economic, ethnic, racial, gender, age, and disability values that 
define realities. Different realities can emerge because different 
levels of unearned privilege are associated with characteristics of 
participants and researchers. Transformative researchers need to be 
aware of societal values and privileges in determining the reality 
that holds potential for social transformation and increased social 
justice. 
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Epistemology: To know realities, it is necessary to have an 
interactive link between the researcher and the participants in a 
study. Knowledge is socially and historically located within a 
complex cultural context. Respect for culture and awareness of 
power relations is critical. 
Methodology: A researcher can choose quantitative or qualitative 
or mixed methods, but there should be an interactive link between 
the researcher and the participants in the definition of the problem, 
methods should be adjusted to accommodate cultural complexity, 
power issues should be explicitly addressed, and issues of 
discrimination and oppression should be recognized. 
Axiology: Three basic principles underlie regulatory ethics in 
research: respect, beneficence, and justice. The transformative 
axiological assumption pushes these principles on several fronts. 
Respect is critically examined in terms of the cultural norms of 
interaction within a community and across communities. 
Beneficence is defined in terms of the promotion of human rights 
and an increase in social justice. An explicit connection is made 
between the process and outcomes of research and furtherance of a 
social justice agenda. 
Ontologically, the transformative paradigm accommodates the possibility of 
different realities, which is particularly appropriate for my study population of 
those who’ve experienced involuntary hospitalization under the Mental Health 
Act. Because of differences in power and privilege between me and my research 
participants and patient partners (see section 3.4.1 on patient-oriented research), 
they may not perceive the same reality as I do. But the overarching goal of 
transformation in the interests of social justice compels me to set aside my 
perceptions and empower my participants and patient partners to facilitate a 
solution that will meet their needs. Success will be defined by whether that 
solution works for them. 
Differences in legislative approaches to involuntary hospitalization have been 
framed as an ideological conflict between the more legally oriented civil 
libertarian model and the more medically oriented human needs model (see 
section 2.2). I have neither legal training nor clinical experience, and although 
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this background means I lack in-depth knowledge of law and medicine, I also lack 
the bias that this knowledge may impart and can focus on deliberately advancing 
the perspectives of patients by amplifying their voices. 
Epistemologically and methodologically, the transformative paradigm requires 
an “interactive link” to collect—and to confirm—knowledge. Not only does my 
study empower members of the affected community—people who experience 
involuntary hospitalization—by involving them as patient partners in a patient-
oriented research team (see section 3.4.1), but I also rely on members of the 
community to help define the problems with Form 13 and the rights-information 
process (see section 3.3), and I solicit community feedback iteratively over 
several rounds of user testing (see section 3.4) to confirm that our new suite of 
tools effectively solves many of the problems earlier participants had identified. 
The link is iterative and responsive, as well as interactive. 
I chose to use qualitative methods because, according to Holloway and Galvin 
(2016), “Qualitative researchers adopt a person-centred and holistic perspective. 
The approach helps develop an understanding of human experiences, which is 
important for health professionals who focus on caring, communication and 
interaction” (p. 12). My research centres the patient and seeks to understand 
their experience of involuntary hospitalization, particularly as participants in 
communicative interactions with health care practitioners. Unlike quantitative 
approaches, which generally require large samples, “qualitative methods typically 
produce a wealth of detailed information about a much smaller number of people 
and cases” (Patton 2002, p. 14), which reduces the participant recruitment 
burden and increases the likelihood that the project will be feasible in the limited 
time frame of this degree. 
Qualitative methods can be especially useful for interrogating the outliers of a 
quantitative approach (Barbour 1999). In BC’s population-level mental wellness 
paradigm (Piat and Sabetti 2012), involuntary hospitalization in theory is 
reserved as a last resort (BC Office of the Ombudsperson 2019b) to treat people 
for whom other mental health interventions have not helped. So, in some ways, 
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people who experience involuntary hospitalization can be considered outliers of a 
system that has found no other (less restrictive) ways of giving them the mental 
health treatment they need. 
Axiologically, the transformative paradigm is explicitly political and oriented 
toward change, both in its process and outcomes. Given involuntary patients’ 
history of powerlessness (see section 1.4) and the potential therapeutic benefits of 
patient empowerment (see section 1.5), and recognizing my privilege as someone 
without a severe mental illness, my aim was for both the process of patient-
oriented research and the fruits of this research—in the form of a suite of patient-
centred communication tools and recommendations for a patient-centred rights-
information process—to bring power to this population. 
The transformative paradigm effectively bridges the gap between subjective and 
objective empowerment outcomes, as defined by Linhorst (2006): 
Subjective outcomes are those that are self-perceived, intrapsychic, 
or attitudinal. Examples include changes in one’s self-perceived 
sense of control, self-esteem, and being valued. Objective outcomes 
are those typically expressed behaviorally. […] Examples of 
objective outcomes include greater access to resources, improved 
social skills, the acquisition of desired employment, and increased 
decision-making power. […] 
Riger (1993) cautioned against promoting subjective outcomes at 
the expense of objective or actual outcomes. Her concern was that 
many empowerment activities, such as increasing self-esteem, seek 
to increase individuals’ subjective power to act without ever 
increasing their actual power. (pp. 6–7) 
Whereas the output of our team’s work may help involuntary patients feel better 
about their hospitalization by giving them more information control (see 
section 1.6), a form of subjective empowerment, the process of patient-oriented 
research aims to give involuntary patients objective empowerment in designing a 
solution to the problem of poor rights communication. 
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3.2  Research questions 
This overarching question motivated my research: 
• What features define a patient-centred approach to mental 
health rights information? 
I discussed the BC Ministry of Health’s conception of patient-centredness in 
section 1.7, which emphasized providing patients with information to make 
decisions and participate in their own care. 
An involuntary patient’s experience of the rights-information process is mediated 
by 
• the sender of the information—usually a nurse, social worker, or physician, 
• the receiver of the information—the patient, and 
• the vehicle for information delivery—currently Form 13 (see section 2.3.4). 
My study focused mainly on the last element, which was the easiest of the three to 
change in a consistent and systemic way. Further, stakeholders within the mental 
health system had told me that finding ways to improve or to supplement 
Form 13 was an appropriate line of inquiry (see section 1.1). 
The first phase of my research was guided by the following question: 
• In what ways does Form 13 meet or fail to meet the information 
needs of involuntary patients? 
I aimed to answer this question by conducting user-testing interviews with people 
who have experienced involuntary hospitalization. 
The results from those interviews informed the next phase of the research, in 
which I partnered with former involuntary patients and a clinician to co-create a 
suite of rights-communication tools, which also underwent user testing over 
several rounds with people who had experienced involuntary hospitalization. 
Through this user testing I attempted to answer these questions: 
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• In what ways does our patient-co-created suite of Mental Health 
Act rights-information materials meet or fail to meet the 
information needs of involuntary patients? 
• Are participants able to name their Mental Health Act rights 
after being exposed to our new suite of rights-information 
materials? 
Both sets of user-testing interviews yielded rich data that spoke to participants’ 
broader experiences as involuntary patients. Through thematic analysis of the 
interview transcripts (see section 3.5) I sought to answer the following question: 
• What factors affect the involuntary patient’s experience of the 
rights-information process? 
3.3  User testing Form 13 
3.3.1 User testing as a method 
User testing, sometimes called usability testing, is “a process that employs people 
as testing participants who are representative of the target audience to evaluate 
the degree to which a product meets specific usability criteria” (Rubin and 
Chisnell 2008, p. 21). According to Dumas and Redish (1999), “Usability refers to 
how people work with the product. Testing usability means making sure people 
can find and work with the functions [of the product] to meet their needs” (p. 4). 
For this research, involuntary patients are the target audience, and testing for 
usability seeks to discover: 
• what rights information they do and don’t want at the time of certification 
and 
• whether Form 13 successfully communicates that information in an 
engaging and empowering way—or, in other words, if Form 13 meets their 
information needs. 
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Because the users in usability testing define what is usable to them, this method 
is entirely congruent with a patient-centred approach to rights communication. 
User testing can generally be classified according to the two-by-two matrix shown 
in Figure 3.1. 
Figure 3.1: Types of user testing (adapted from Romano Bergstrom 
2013) 
 Think-aloud testing Probing 









On one axis is think-aloud testing versus probing. In think-aloud user testing, the 
participant is asked to use the product being tested and articulate their thoughts 
aloud. In this open-ended approach, the researcher uses techniques like silent 
probes and “uh-huh” and “tell me more” prompts (Bernard 2006, pp. 218–219) 
to elicit further information. 
In contrast, probing involves asking participants specific questions about their 
thoughts or the way they interact with the product being tested. 
On the other axis of the user-testing matrix is concurrent user testing, where the 
participant gives their thoughts and opinions while using the product, versus 
retrospective testing, where participants give their thoughts and opinions after 
they’ve used it. 
One advantage of concurrent testing is that, because users can articulate their 
thoughts as they have them, they don’t risk forgetting what they wanted to say, 
unlike retrospective testing, where waiting until the end of the session might lead 
to incomplete recall of their opinions. The disadvantage is that concurrent testing 
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can interfere with the natural flow of how a person might interact with the 
product being tested and interfere with performance measures like reading speed. 
I chose a hybrid method, devoting part of each user-testing session to concurrent 
think-aloud testing, where the open-ended format gave participants the 
opportunity to express themselves without questions from me that they might 
interpret as confrontational or challenging. My aim was to create an atmosphere 
where participants felt safe to recount their experiences. According to Romano 
Bergstrom (2013), concurrent think-aloud testing “is excellent at eliciting real-
time feedback and emotional responses.” 
Because I also wanted answers to specific questions about participants’ 
information needs at the time of hospitalization, I appended a semi-structured 
interview (see section 3.3.5 for details) after the think-aloud exercise to solicit 
opinions that participants may not have offered. 
To see if alternative formats may be more effective at communicating rights 
information compared with a statutory form, I also showed participants a variety 
of rights documents from other jurisdictions and organizations. I found these 
documents while comparing rights-information practices in different provinces 
and territories across the country (see section 2.4) and selected some that were 
markedly different in format from Form 13. For example, Nunavut and Quebec, 
like BC, use a statutory form to inform patients of their rights, so I chose not to 
show those. I chose to show participants: 
• a full-colour, six-panel tri-fold pamphlet from Alberta (Alberta Health 
Advocates, n.d.; Appendix C), 
• a full-colour, three-panel tri-fold pamphlet from New Brunswick 
(Psychiatric Patient Advocate Services, n.d.; Appendix D), 
• a mostly black-and-white, six-panel tri-fold pamphlet from Nova Scotia 
(IWK Health Centre 2012; Appendix E), 
• a multi-page document from Ontario (Psychiatric Patient Advocate Office 
2016; Appendix F), 
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• an eight-panel folding card from Newfoundland and Labrador (Mental 
Health Care and Treatment Review Board, n.d.; Appendix G), 
• a business card–sized rights card from a now-disbanded BC-based 
psychiatric consumer group called the Mental Health Political Action 
Group (Vogt 2011; Appendix H), and 
• a rights video from the mental health advocacy group Mind, based in the 
UK (Mind UK 2016). 
3.3.2 Study population 
The study population for this phase of the research included people who had 
experienced involuntary hospitalization in BC after the age of 16 years, within the 
five years before my recruitment period of January to August 2017. 
I chose this five-year time frame because: 
• I assumed people with more recent hospitalizations would have more 
detailed memories of their experiences. 
• I assumed accounts of recent hospitalizations would more accurately 
reflect current practices. 
• Form 13 had been revised in 2005, and I didn’t want to confuse people 
who may have only seen the old form. 
• I could get a rough sense of whether major changes to rights-information 
practices had occurred after the 2011 survey in which 43% of involuntary 
patients reported not being told their rights in a way they could 
understand (RA Malatest and Associates 2011). If my participants’ 
experiences suggested the problem had been solved, this trajectory of 
research would have been moot. 
People who couldn’t read or speak English were welcome to participate but had 
to bring someone who could interpret for them in English. 
Excluded from recruitment were people who couldn’t attend an in-person user-
testing session. This criterion would exclude people who were detained in 
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hospital at the time, which would minimize the chances that someone available to 
participate in this study would be incompetent to consent. It would also exclude 
remote user testing: because involuntary patients should be given paper copies of 
rights information, I wanted to replicate the user experience of interacting with 
those materials. 
This study aimed for a richness of data rather than a representative population, 
so my goal was to recruit a diverse spectrum of participants, with different 
diagnoses and risk factors for mental illness, such as concurrent substance use or 
an Indigenous background (Centre for Addiction and Mental Health, n.d.). 
3.3.3 Recruitment 
After securing approval from Simon Fraser University’s (SFU’s) Research Ethics 
Board for this study (study number 2016s0601), I recruited participants through: 
• posters at the offices of community mental health teams in Metro 
Vancouver, where many outpatients receive mental health care, 
• posts in Craigslist Vancouver’s volunteer listings 
(https://vancouver.craigslist.org/d/volunteers/search/vol), 
• posts on social media (Twitter, via my personal account @IvaCheung), 
• a post about the project on the CREST.BD blog, and 
• emails to mental health advocacy organizations, including MPA Society 
(Motivation, Power and Achievement Society), Mood Disorders 
Association, BC Schizophrenia Society, and Canadian Mental Health 
Association. 
According to Virzi (1992), user tests with ten participants can identify 90% of the 
user experience problems. This figure is similar to the 12 interviewees Guest, 
Bunce, and Johnson (2006) estimated would be needed for thematic saturation, 
where additional interviews would no longer yield new themes. User testing often 
seeks to identify the major problems rather than aim for saturation, but in 
anticipation of using the interview data for thematic analysis, I chose to continue 
recruiting until I had reached saturation. 
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3.3.4 Sample 
In this phase of research I conducted user-testing interviews with 18 participants: 
• 11 participants identified as women and 6 identified as men. One of the 
women was transgender, and one person did not volunteer a gender 
identity. 
• Their ages varied from 22 to 57 years (mean age 36 years). 
• One participant identified as Métis; none of the other participants 
identified as Indigenous. 
• Participants varied in their level of formal education from not completing 
high school to completing post-graduate degrees. 
• 5 participants volunteered that English was not their native language. 
• Reasons for hospitalization included psychosis, thoughts of self-harm or 
suicide, and deteriorating health. 
• Diagnoses volunteered by participants included borderline personality 
disorder, bipolar disorder, eating disorders, substance use disorder, 
schizophrenia, schizoaffective disorder, and major depressive disorder. 
Not all participants volunteered a diagnosis. One participant said that he 
didn’t have a mental disorder at the time of certification and that he’d 
been wrongly certified. 
After 16 participants, I was reasonably certain I’d reached thematic saturation, 
but at that point had interviewed only four men. I ended recruitment when my 
final two interviews, with men, yielded no new themes, confirming saturation. 
3.3.5 Study procedure 
I conducted the user-testing interviews in study rooms at SFU Harbour Centre. 
My procedure is adapted from the usability testing orientation script in Rubin 
and Chisnell (2008, pp. 158–161). For my full session script, please refer to 
Appendix I. 
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When a participant arrived at the study room: 
1. I introduced myself, offered them water, and waited for them to settle into 
a seat and indicate they were ready to proceed. 
2. I reviewed the consent form with them, explained what the session would 
involve, and asked if they had questions about the session. Participants 
who wanted to continue signed the consent form. 
3. I gave context for the project. 
4. I told them I would simulate giving them rights information. I gave them a 
copy of Form 13 (see section 2.3.4) and read the bolded parts of Form 13 
aloud. 
5. I asked participants to read Form 13 and articulate their comments (think 
aloud) as they did so. 
6. When participants had finished telling me what they had to say about 
Form 13, I asked a series of follow-up questions adapted from Dumas and 
Redish (1999, p. 212): 
• What information did you find the easiest to understand? 
• What information did you find the hardest to understand? 
• What information do you think is the most important for patients to 
have? 
• What information isn’t on here that you wish were on here? 
• Is there information on here that you think shouldn’t be? 
• Do you have any comments on how the document looks? 
• Is the information where you expect to find it? 
• What questions do you have after reading it? 
7. I showed participants rights materials from other jurisdictions (see 
section 3.3.1) and in other formats and, once again, asked them to think 
aloud as they viewed each one. I emphasized that each province had its 
own mental health legislation and that the rights themselves would differ 
but I was primarily interested in participants’ opinions of the different 
formats.  
8. I asked participants who they would prefer to give them rights information. 
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9. I asked a series of demographic questions, giving the participants the 
option of declining to answer. 
10. I asked if the participants had any questions for me. 
11. I thanked the participants for their participation, gave them a $10 gift card, 
and asked them to sign an acknowledgment that they had received it. 
3.3.6 Data collection 
I audiorecorded each user-testing interview and took field notes to record any 
nonverbal communication or behaviours. I transcribed the audiorecordings 
verbatim, listening to them at least twice to confirm that the transcripts matched 
the audio, and I used my field notes to annotate the transcripts. For example, 
when participants picked up or pointed at a specific document and used only a 
pronoun like this or that, my field notes allowed me to know what they were 
referring to, and I annotated the transcript with these types of clarifications. 
In the transcripts, and in the results presented in Chapters 4 and 6, I used 
pseudonyms I assigned to the participants. I chose names traditionally associated 
with women to participants who identified as women, names traditionally 
associated with men to participants who identified as men, and a name that could 
be associated with either men or women to the participant who didn’t volunteer a 
gender identity. 
3.3.7 Data analysis 
I analyzed the transcripts using thematic analysis (Braun and Clarke 2006), 
which I discuss in more detail in section 3.5. 
3.4  Co-creating and user testing a new suite of rights-
communication tools 
In October 2017 I began coordinating a patient-oriented, integrated knowledge 
translation research team with the aim of developing a patient-centred suite of 
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communication tools. This effort was supported by a Reach Award from the 
Michael Smith Foundation for Health Research. 
3.4.1 Patient-oriented research 
The Michael Smith Foundation for Health Research (n.d.) defines patient-
oriented research as follows: 
Patient-oriented research refers to research that engages patients as 
partners, focuses on patient-identified priorities and improves 
patient outcomes. This research, conducted by multidisciplinary 
teams in partnership with stakeholders, aims to apply the 
knowledge generated to improve health care systems and practices. 
The Canadian Institutes of Health Research’s (2014) Strategy for Patient-
Oriented Research (SPOR) notes that drawing on patients’ lived experience can 
yield higher-quality, more relevant research: 
Patients bring the perspective as “experts” from their unique 
experience and knowledge gained through living with a condition or 
illness, as well as their experiences with treatments and the health 
care system. Involvement of patients in research increases its 
quality and, as health care providers utilize research evidence in 
their practice, increases the quality of care. 
According to the SPOR, successful engagement of patients in research involves 
the following: 
i. Inclusive Mechanisms and Processes: Patient involvement at all 
levels is a desired aspiration that also means shared leadership and 
decision-making processes in which patients are co-building with 
researchers, practitioners and other decision-makers in 
collaborative research teams. There is also opportunity for peer to 
peer recruitment and engagement. (Patient-led research is 
supported.) 
ii. Multi-Way Capacity Building: This ensures that the capacities of 
patients, researchers, and health care providers are being developed 
in order to work effectively together. There is support for creating 
safe environments that promote honest interactions, cultural 
competence, training and education. 
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iii. Multi-Way Communication and Collaboration: A safe 
environment of mutual respect is fostered and is characterized by 
honest conversations that inform and involve people. 
iv. Experiential Knowledge Valued as Evidence: Experiential 
knowledge of patients, families and caregivers is mobilized and 
translated. 
v. Patient-Informed and Directed Research: Research approaches 
engage patients in collaborative methods and the research is 
inclusive of a range of patients. Recognition is given to a diversity of 
patients’ needs and expectations through a range of roles. 
vi. A Shared Sense of Purpose: All participants work together 
towards the goal of timely improvements to the quality of research 
driven by patient-oriented outcomes. Mechanisms are in place for a 
continuous feedback loop in which the results of patient-oriented 
research are communicated back to patients. (Canadian Institutes 
of Health Research 2014) 
These criteria emphasize open, respectful communication and interactions with 
patient partners, as well as power sharing and co-creation that recognizes the 
value of patients’ lived experiences with the health care system. 
Patient engagement in research can take many forms: the International 
Association of Public Participation (IAP2) published a spectrum of engagement 
to describe the various levels at which the public can be involved, shown in 
Table 3.1. 
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Table 3.1: International Association of Public Participation spectrum of engagement (reproduced 
verbatim from IAP2 International Federation 2018) 
Increasing impact on the decision 
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We will look to 







tions into the 







Fully empowering patient partners in patient-oriented research would entail 
involving them from the outset to set research priorities and develop the research 
question (Canadian Institutes of Health Research 2014). 
When I began assembling our patient-oriented research team, we already had a 
research objective: to co-create a suite of rights-communication tools to 
supplement Form 13. Hence, this project would fall under “collaborate” rather 
than “empower,” because patient partners didn’t have full control over the 
process. 
This patient-oriented research project put into practice principles of integrated 
knowledge translation, which involves knowledge users in defining research 
plans, synthesizing knowledge, and disseminating and implementing that 
knowledge. Integrated knowledge translation has been found to yield better 
results than knowledge translation done at the end of a project (McGrath et al. 
2009). 
3.4.2 Patient-oriented research team members 
In addition to me in my role as facilitator, the patient-oriented research team also 
included: 
• J. Wang, patient partner, 
• Andrew Woods, patient partner, and 
• Vanessa Bland, clinical nurse educator. 
Team members’ names are used with permission. 
Drs. Kimberly Miller and Erin Michalak supervised our activities, provided 
guidance as needed, and attended meetings when their schedules allowed. Laura 
Johnston, a lawyer with the Community Legal Assistance Society, participated in 
our initial meetings and assessed all of our materials for legal accuracy but 
considers her role that of legal reviewer rather than core team member. 
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Our project funding through the Michael Smith Foundation for Health Research 
Reach Award allowed the patient partners, clinical nurse educator, and legal 
reviewer to be compensated for their time. 
J. Wang was a participant in the Form 13 user testing and at her session had 
expressed an interest in further research opportunities. She has a diagnosis of 
paranoid schizophrenia and has been certified several times. She has experience 
requesting and attending review panel hearings, being on extended leave, and 
being recalled to hospital while she was on leave. At the time of the project, she 
had been in stable health and on the same medication for several years after 
having been discharged from extended leave via review panel. 
Andrew Woods was also a participant in the Form 13 user testing. He was 
diagnosed with obsessive-compulsive disorder when he was 17 years old and later 
developed schizoaffective disorder. He had been hospitalized over 20 times, and 
about half of those stays were involuntary. At the time of the project, he described 
himself as being “early in [his] recovery,” a process that involved a regimen of 
medication, cognitive behavioural therapy, mindfulness, and exercise. 
Vanessa Bland held the title of “experienced resource nurse” when she joined the 
team, a position that involved providing relief for frontline nurses while 
supporting and mentoring staff and recent nursing graduates. She worked in 11 
different psychiatric units at Vancouver General Hospital and the University of 
British Columbia Hospital, in acute and tertiary settings, and provided Mental 
Health Act rights notification to involuntary patients regularly. Midway through 
the project, she took a position as a clinical nurse educator at Willow Pavilion at 
Vancouver General Hospital. This change was fortuitous for our project because 
her responsibilities included coordinating training opportunities for hospital staff 
at her institution, which meant that she not only would be able to advise our team 
about possible strategies to introduce our suite of communication tools to clinical 
settings but would actually be able to take a leadership role in implementing the 
new tools at her site (see section 7.4). 
 72 
3.4.3 Patient engagement process 
Our patient-oriented research team’s activities took place between October 2017 
and June 2018. They involved: 
• a three-hour in-person project-orientation meeting of the full team to 
meet one another, define our objectives, and brainstorm possible 
approaches (2017-10-11), 
• a two-hour in-person meeting of the full team to refine the project plan 
and define team members’ roles (2017-10-30), 
• a 1.5-hour in-person meeting between me and the patient partners to 
discuss the results of the first round of user testing (2018-01-19), 
• a one-hour in-person meeting of the full team to celebrate the end of the 
project and discuss possible future engagement (2018-06-25), and 
• regular email exchanges throughout the project to update the team on 
project progress and to discuss issues that arose as we developed and 
tested the materials. 
Decision making was based on a consensus model (Hartnett 2011) with the 
following principles: 
• inclusion: “All group members and as many stakeholders as possible are 
present. Each person has a chance to speak and be heard. The needs of 
stakeholders not present are considered.” 
• open-mindedness: “Participants are encouraged to be open-minded. 
Everyone is asked to consider all perspectives. Unique points of view are 
valued.” 
• empathy: “Effort is made to provide participants the experience of being 
understood. This applies both to their ideas and feelings.” 
• collaboration: “Proposals are built with everyone contributing, and 
designed to meet as many stakeholder needs as possible. All concerns are 
considered important.” 
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• shared ownership: “All participants, having jointly developed a proposal, 
share a common motivation to make implementation of the resulting 
decision succeed. The group leadership participates in the discussion.” 
(p. 7) 
These principles align well with the SPOR criteria for successful patient 
engagement in section 3.4.1. 
Hartnett further wrote that successful consensus-oriented decision-making 
requires (a) an effective meeting structure, (b) skilful facilitation, and (c) a clear 
decision rule. 
As facilitator I tried to set expectations early via an email introduction of all of the 
team’s members; at the first in-person meeting, I introduced the principles of 
patient-oriented research and established the ground rules of mutual respect and 
equality. During the course of the project, I sent regular email updates with 
meeting agendas, meeting minutes, progress reports, and summaries of user-
testing feedback. I explicitly solicited each team member’s opinion and waited to 
hear back from them before we made decisions. 
Patient-oriented research involves engaging patient partners in ways that they 
choose to participate, building the project around their strengths (Michalak 2016). 
For example, our patient partner Andrew Woods enjoys writing and is a strong 
communicator, so he offered to compose the first draft of our video script (see 
Appendix JAppendix I), from which other materials were created. Our other 
patient partner J. Wang provided guidance based on her experiences of (a) being 
an involuntary patient, (b) trying to exercise her right to a review panel, and (c) 
trying to exercise her right to a second medical opinion. Her descriptions 
informed the composition of the images in our video so that the scenes would feel 
authentic. (She would later lend her skills as a Chinese speaker to a review of a 
Chinese translation of our rights materials.) 
Our patient-oriented research team created these materials as part of our new 
suite of communication tools: 
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• a full-colour tri-fold pamphlet (see Figure 5.9 and Figure 5.10 for the final 
pamphlet), 
• two posters (see Figure 5.14 and Figure 5.15 for the final posters), 
• a full-colour tri-fold wallet card (see Figure 5.22 and Figure 5.23 for the 
final wallet card), and 
• a video (available at https://youtu.be/pj4xp5x0PhQ). 
3.4.4 Study population for user testing 
After we developed drafts of these tools, I user tested them with people with lived 
experience using the method described in section 3.3.1 and the procedure 
described in section 3.4.7. 
The study population for this phase of the research was virtually identical to the 
population for the Form 13 user testing (see section 3.3.2), with almost the same 
inclusion and exclusion criteria. But because I had difficulty recruiting for that 
earlier phase of user testing, I removed the requirement of certification in the 
past five years. Instead I welcomed any participants who had ever experienced 
involuntary hospitalization as adults in British Columbia. 
I also excluded people who had participated in the Form 13 user testing so that I 
could hear more perspectives and so that participants would be naïve to the 
project, since I would be assessing their understanding of their Mental Health 
Act rights based on our suite of communication tools. 
3.4.5 Recruitment 
I began recruitment after securing approval from SFU’s Research Ethics Board 
for this study (study number 2016s0601). Between January and April 2018, I 
recruited participants through: 
• posters at the offices of community mental health teams and supportive 
housing facilities in Metro Vancouver, where many outpatients receive 
mental health care, 
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• posts in Craigslist Vancouver’s volunteer listings 
(https://vancouver.craigslist.org/d/volunteers/search/vol), 
• posts on social media (Twitter, via my personal account @IvaCheung; 
Reddit; and on the CREST.BD Facebook page), 
• emails to mental health advocacy organizations, including MPA Society 
(Motivation, Power and Achievement Society), Mood Disorders 
Association, BC Schizophrenia Society, and Canadian Mental Health 
Association, and 
• presentations to mental health peer facilitator groups. 
Unlike the previous phase of user testing, which sought participants’ opinions 
about an existing document (Form 13), this phase would seek feedback about 
unpublished materials that were amenable to revision and refinement. 
Rather than testing once with a sample of 12 to 15 people when the materials are 
near final, the user-testing literature advocates testing iteratively in three rounds 
of five participants each, with a new set of participants in each round (Nielsen 
2000). Because five participants can identify around 85% of the major user-
experience problems (Nielsen and Landauer 1993), each participant after five is 
progressively less likely to offer new information. Revising and retesting 
iteratively allows us to identify and fix major problems in earlier rounds so that 
we can uncover and address lower-priority issues and ultimately create a more 
usable finished product. 
3.4.6 Sample 
In this phase of research I conducted user-testing interviews with 16 participants: 
• 8 participants identified as women, 6 as men, and 2 as non-binary. 
• Their ages varied from 21 to 56 years (mean age 36 years). 
• 2 participants identified as Métis; none of the other participants identified 
as Indigenous. 
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• Participants varied in their level of formal education from having 
completed high school to having completed post-graduate degrees. 
• English was not a native language for 2 participants. 
• Reasons for hospitalization included psychosis, thoughts of self-harm or 
suicide, and substance use. 
• Diagnoses volunteered by participants included borderline personality 
disorder, bipolar disorder, substance use disorder, schizophrenia, and 
major depressive disorder. Not all participants volunteered a diagnosis. 
I tested: 
• our first draft with 5 participants in January 2018, 
• our second draft with 5 participants in February and March 2018, and 
• our third draft with 6 participants in April 2018. 
3.4.7 Study procedure 
Like the sessions detailed in section 3.3.5, I conducted the user-testing interviews 
in study rooms at SFU Harbour Centre. My procedure is adapted from the 
usability testing orientation script in Rubin and Chisnell (2008, pp. 158–161). For 
my full session script, please refer to Appendix K. 
When a participant arrived at the study room: 
1. I introduced myself, offered them water, and waited for them to settle into 
a seat and indicate they were ready to proceed. 
2. I went over the consent form, explained what the session would involve, 
and asked if they had questions about the session. Participants who 
wanted to continue signed the consent form. 
3. I gave context for the project. 
4. I told the participants I would show them the items in our suite of 
communication tools and asked them to articulate their comments (think 
aloud) as they viewed them. For the sake of comparison I also had Form 13 
 77 
posted on the wall and available alongside the other print materials. I did 
not explicitly ask the participants to look at it. 
5. When participants had finished telling me what they had to say about the 
materials, I asked a series of follow-up questions adapted from Dumas and 
Redish (1999, p. 212; available in section 3.3.5, item number 6, and in 
Appendix K). 
6. I asked participants a series of questions based on the teach-back method 
(see section 3.4.8) to assess whether they could name their rights and how 
well they understood their rights. 
7. I debriefed the participants on any details they misunderstood so that they 
would not come away from the session with any misconceptions about 
their rights. 
8. I asked participants who they would prefer to give them rights information. 
9. I asked a series of demographic questions, giving the participants the 
option of declining to answer. 
10. I asked if the participants had any questions for me. 
11. I thanked the participants for their participation, gave them a $10 gift card, 
and asked them to sign an acknowledgment that they had received it. 
3.4.8 Teach-back to evaluate comprehension 
Not only did I want to see if the new suite of rights-communication tools 
provided the information participants would have liked to know when they were 
certified, but I also wanted to test whether participants recalled and understood 
their rights based on our tools. 
Teach-back (also known as “interactive communication loop”) (Kemp et al. 2008; 
Schillinger et al. 2003; Wick 2013) is a health literacy technique to assess 
whether a health care practitioner has successfully communicated health 
information to a patient. Patients are often reluctant to admit they don’t 
understand something and may answer yes to the question “Do you understand?” 
regardless of their actual comprehension (Osborne 2013, p. 42). In teach-back, a 
health care practitioner, through non-confrontational, open-ended questions, 
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asks the patient to state their understanding in their own words, allowing the 
health care practitioner to confirm understanding or correct any misconceptions. 
I borrowed this technique, adding teach-back questions to my semi-structured 
interview to discover what rights the participants remembered and in what detail. 
I asked participants to recount in their own words what Mental Health Act rights 
they recalled, based on the materials they saw that day. 
In particular, I had wanted to see whether they remembered five rights as 
highlighted in the video: 
1. their right to know where they were, 
2. their right to know why they had been certified, 
3. their right to ask for a review panel hearing, 
4. their right to ask for a second medical opinion, and 
5. their right to speak to a lawyer. 
Although the pamphlet gave more detailed rights information than the video, the 
video was the only opportunity for participants to hear the information rather 
than read it. Testing recall and comprehension of these five rights—rights that 
also appeared in the pamphlet—would capture data both from participants who 
learned by watching and listening to the video as well as from participants who 
learned by reading the printed materials. 
I then asked participants to elaborate on their right to a review panel hearing, 
their right to a second medical opinion, and their right to a lawyer to see if they 
understood the details of each of those rights. 
Drawing from education research on assessing comprehension through students’ 
retelling (Reed 2011; Leslie and Caldwell 2011), I developed a rubric to track 
participants’ recall of their rights and the details of those rights (see Appendix L). 
I completed the rubric for the 16 participants in this phase of testing. Two of my 
committee members, Drs. Diego Silva and Kimberly Miller, independently 
completed the same rubric based on the transcript of the user-testing interviews. 
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I tabulated the results from all three scorers, highlighting any differences in our 
assessments. We then conferred via email to discuss those differences and revisit 
our scores, and we decided our final assessments by unanimous consensus 
(Borkin et al. 2016). 
3.4.9 Data collection 
As in section 3.3.6, I audiorecorded each user-testing interview and took field 
notes to record any nonverbal communication or behaviours. 
I transcribed all of the audiorecorded interviews myself and listened to them at 
least twice to confirm that the transcripts matched the audio, annotating 
nonverbal communication using the field notes I had recorded during the 
sessions. 
In the transcripts, and in the results presented in Chapters 5 and 6, I used 
pseudonyms I assigned to the participants. I chose names traditionally associated 
with women to participants who identified as women, names traditionally 
associated with men to participants who identified as men, and names that could 
be associated with either men or women to participants who identified as non-
binary. 
3.4.10 Data analysis 
I analyzed the transcripts using thematic analysis (Braun and Clarke 2006), 
which I discuss in more detail in section 3.5. 
3.5  Thematic analysis of interview data 
I coded the interview transcripts from both phases of user testing—on Form 13 as 
well as on our new suite of communication tools—using thematic analysis (Braun 
and Clarke 2006). Thematic analysis “is a method for identifying, analysing and 
reporting patterns (themes) within data” (p. 79) and has a chief advantage among 
qualitative analysis methods of being flexible in accommodating a variety of 
theoretical frameworks. In my case, this flexibility allowed me to use the same 
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method to uncover practical communication concerns about the documents being 
tested as well as to analyze the data through a therapeutic jurisprudence lens (see 
section 1.5) with a transformative paradigm (see section 3.1). 
Thematic analysis can be used inductively, where “the themes identified are 
strongly linked to the data themselves” and “the themes identified may bear little 
relation to the specific questions that were asked of the participants” (Braun and 
Clarke 2006, p. 83). It may also be “driven by the researcher’s theoretical or 
analytic interest in the area” (p. 84), with themes coded using an existing 
theoretical framework to answer specific questions. 
This flexibility allowed me to take both approaches, extracting themes to answer 
specific questions about the documents I was user testing while also inductively 
coding participants’ account of their experiences in hospital to uncover patterns 
about the rights-information process beyond document usability alone. 
I coded the transcripts using NVivo 12 (2018) and followed Braun and Clarke’s 
(2006) 15-point checklist for good thematic analysis (see Table 3.2). 
Table 3.2: A 15-point checklist of criteria for good thematic analysis 
(reproduced verbatim from Braun and Clarke 2006, p. 96) 
Process No. Criteria 
Transcription 1 The data have been transcribed to an appropriate level of 
detail, and the transcripts have been checked against the 
tapes for “accuracy.” 
Coding 2 Each data item has been given equal attention in the 
coding process. 
3 Themes have not been generated from a few vivid 
examples (an anecdotal approach), but instead the 
coding process has been thorough, inclusive and 
comprehensive. 
4 All relevant extracts for each theme have been collated. 
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 5 Themes have been checked against each other and back 
to the original data set. 
6 Themes are internally coherent, consistent, and 
distinctive. 
Analysis 7 Data have been analysed—interpreted, made sense of—
rather than just paraphrased or described. 
8 Analysis and data match each other—the extracts 
illustrate the analytic claims. 
9 Analysis tells a convincing and well-organized story 
about the data and topic. 
10 A good balance between analytic narrative and 
illustrative extracts is provided. 
Overall 11 Enough time has been allocated to complete all phases of 
the analysis adequately, without rushing a phase or 
giving it a once-over-lightly. 
Written 
report 
12 The assumptions about, and specific approach to, 
thematic analysis are clearly explicated. 
13 There is a good fit between what you claim you do, and 
what you show you have done—i.e., described method 
and reported analysis are consistent. 
14 The language and concepts used in the report are 
consistent with the epistemological position of the 
analysis. 
15 The researcher is positioned as active in the research 
process; themes do not just “emerge.” 
 
3.5.1 Transcription 
As mentioned in sections 3.3.6 and 3.4.9, I transcribed all of the audiorecorded 
interviews myself, annotating nonverbal communication using the field notes I 
had recorded during the sessions. I used ellipses to indicate pauses and 
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transcribed dysfluencies like “um” and “ah” verbatim. To check the transcripts for 
“accuracy”—in quotation marks because, according to Braun and Clarke (2006), 
“accuracy” in qualitative research is subjective and depends on the chosen 
theoretical and analytical approach—I listened to the recordings at least twice to 
confirm that the transcripts matched the audio. 
3.5.2 Coding 
In coding I aimed to give equal attention to all participants and to all participant 
responses within the interviews. I used NVivo 12 (2018) to collate and organize 
participants’ quotes into themes. 
Two of my committee members, Drs. Diego Silva and Kimberly Miller, 
independently memoed a sample of three interview transcripts, and I used their 
analyses to inform and confirm my coding approach to all of my interview data. 
The ultimate coding decisions were mine. 
Coding the two user-testing data sets separately for the document-level 
comments (Chapters 4 and 5) and together to gain insights into patients’ 
experiences of the rights-information process (Chapter 6) allowed me to check 
themes for coherence and consistency across all of the interview data. 
3.5.3 Analysis 
Chapters 4 to 6 present the results of my analysis, including illustrative quotes 
from my interview participants as evidence. The narrative is organized into three 
chapters to allow focus on document-level data—on Form 13 in Chapter 4 and on 
the new suite of communication tools in Chapter 5—as well as on patients’ 
experiences of the rights-information process in Chapter 6. I give a thorough 




Transcription and preliminary analysis proceeded alongside data collection, 
which occurred between January 2017 and April 2018, to assess whether I had 
reached saturation in each of my two phases of user testing. Confirming accuracy 
of the transcripts, coding, and checking themes against the data set occurred 
between May and December of 2018, which allowed enough time to complete all 
phases of analysis with thoughtful consideration. 
3.5.5 Written report 
In this dissertation, I explain how my approach to analysis was informed by my 
transformative research paradigm (see section 3.1), where I continually consider 
power differences and take a deliberate activist position of uncovering ways to 
use communication in the rights-information process to mitigate the possible 
harms of existing power imbalances. I highlight the power imbalance between 
health care practitioners and patients but also reflexively acknowledge the power 
I have as a researcher relative to my interview participants and patient partners. 
3.6  Limitations and challenges 
I discuss the limitations to the studies at the end of each of my results chapters 
(see sections 4.3, 5.5, and 6.7) and describe the challenges in my discussion 
chapter (see sections 7.1.3 and 7.2.3). 
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  It’s very formal. 
Very judicial. It 
almost looks like 
you’re a criminal.
—Jasmine
Maybe add some 
colour? —Jim
Does the average person 
know what habeas corpus 
is? Come on! —Ursula
Does that mean daily, 
does that mean weekly, 
as requested? It’s not 
very specific. —Macy
They’re saying that 
you’re seriously impaired 
to make decisions, yet 
they’re asking you to 
sign an acknowledgment 
that you know what’s 
happening? —Jacob
I want to know, “OK, 
well, how do I contact 
a lawyer?” —Eve
It’s all in bold, so 
I don’t know, like, 
which one is more 
important than 
the other. —Abby
I’ve never actually 
seen it or been read 
it. —Brenda
I think they just filed 
it in my file. I don’t 
think I got one for 
myself. —Felicia
I don’t know what they 
mean—“medical certificates 
are in order.” —Felicia
HLTH 3513 Rev. 2005/06/01
FORM 13
MENTAL HEALTH ACT
[ Section 34, R.S.B.C. 1996, c. 288 ]
NOTIFICATION TO INVOLUNTARY PATIENT
OF RIGHTS UNDER THE MENTAL HEALTH ACT
The information in bold type must be read to the patient.
I am here to tell you about your legal rights under the Mental Health Act as an involuntary patient. 
I will read you a summary of these rights. You may ask me questions at any time. I will give you a 
copy of this form, which contains information for you to read.
You have the right:
 1. to know the name and location of this facility. It is
  at
 2. to know the reason why you are here. You have been admitted under the Mental Health
  Act, against your wishes, because a medical doctor is of the opinion that you meet the
  conditions required by the Mental Health Act for involuntary admission. (see Reasons for
  Involuntary Admission)
 3. to contact a lawyer. (see Contacting a Lawyer)
 4. to be examined regularly by a medical doctor to see if you still need to be an involuntary
  patient. (see Renewal Certiﬁ cates)
 5. to apply to the Review Panel for a hearing to decide if you should be discharged.
  (see Review Panel)
 6. to apply to the court to ask a judge if your medical certiﬁ cates are in order.
  A lawyer is normally required. (see Judicial Review (Habeas Corpus))
 7. to appeal to the court your medical doctor’s decision to keep you in the facility.
  A lawyer is normally required. (see Appeal to the Court)
 8. to request a second medical opinion on the appropriateness of your medical treatment.
  (see Second Medical Opinion)
name of facility
location
name of patient (please print) 
patient’s signature date signed (dd / mm / yyyy)
name of person who provided information Give the patient a blank copy and ﬁ le the named copy in the chart




































HLTH 3513 Rev. 2005/06/01
MORE INFORMATION
REASONS FOR INVOLUNTARY ADMISSION
A medical doctor signed a medical certiﬁ cate for your involuntary admission because the doctor is of 
the opinion that
(a) you are a person with a mental disorder that seriously impairs your ability to react appropriately 
to your environment or associate with other people,
(b) you require psychiatric treatment in or through a designated facility,
(c) you should be in a designated facility to prevent your substantial mental or physical
deterioration or to protect yourself or other people, and
(d) you cannot be suitably admitted as a voluntary patient.
The reasons why the medical doctor thinks you should be here are written on the medical certiﬁ cate. 
You may have a copy of the medical certiﬁ cate unless the hospital believes that this information will 
cause serious harm to you or cause harm to others.
As an involuntary patient, you do not have a choice about staying here. The staff may give you
medication or other treatment for your mental disorder even if you do not want to take it.
CONTACTING A LAWYER
You may contact any lawyer or advocate you choose at any time.
RENEWAL CERTIFICATES
If a second medical certiﬁ cate is completed within 48 hours of your admission, you may be required 
to stay in hospital for up to one month depending on your response to treatment. Before the end of 
the month a medical doctor must examine you and your involuntary certiﬁ cate may be renewed, if 
necessary, for up to another month. After this, the certiﬁ cates must be renewed at the end of three 
months and then every six months. ,very time a ne^ certiﬁ cate iZ ﬁ lled o\t yo\ have the riNht to aZk 
Mor a hearinN by a revie^ panel
REVIEW PANEL
You or someone on your behalf may apply to the review panel by ﬁ lling in a Form 7, Application for 
Review Panel Hearing. This form is available in the nursing unit. The review panel must decide within 
14 days to continue your hospitalization or discharge you. There is no cost. Information about how a 
reveiw panel works can be provided by your nurse or you can contact the Mental Health Law
Program directly at (604) 685-3425 or toll free at 1-888-685-6222.
JUDICIAL REVIEW (HABEAS CORPUS)
You may ask the court to look at the documents used in your involuntary admission to see whether 
you should be kept in this facility. You will need a lawyer to assist you and there may be a cost.
APPEAL TO THE COURT
Your may ask the Supreme Court of British Columbia to decide whether you must continue to be an 
involuntary patient. You will need a lawyer to assist you and there may be a cost.
SECOND MEDICAL OPINION
At any time after the second medical certiﬁ cate is completed, you, or a person on your behalf, may 
request a second medical opinion about the appropriateness of your medical treatment. The second 
opinion is NOT about about whether you should continue to be an involuntary patient. You may ask 
to be seen by a medical doctor of your choice or ask the director to pick a medical doctor. There may 
be a cost to you depending on the distance the doctor has to travel. >hen the director receiveZ the 
Zecond opinion the director doeZ not have to chanNe the treatment" it iZ only an opinion
  PAGE 2 OF 2
Who makes the doctor 
superior to decide what 
is appropriate? […]
Appropriate, to me, can 
mean a lot of things, 
right? —Jasmine
I think, like, 
this could just 
be written with 
simpler words. 
—Shantih
I’ve never seen that in 
practice before, that a 
patient would be given 
their medical certificate. 
[…] I feel like I would 
like to see it. —Abby
I do bristle a little 
bit […] I don’t 




They’re not clear 
at all. Absolutely 
unclear. —Ursula
The first time I read 
it, I didn’t know that 
we could actually have 
advocates. […] But 
now I do. —Jill
Like, maybe I 
can’t afford a 
lawyer. What do 
I do? —Ethan
It’s unlikely that they’re going 
to stray from the primary 
doctor’s diagnosis or opinion, 
so it seems a bit like lip service 



































4  Results—user testing Form 13 
This chapter presents the Form 13 user-testing results organized into the 





• format, and 
• use in the clinical context. 
As mentioned in the methods described in section 3.3.5, I also showed 
participants samples of rights-information materials from other jurisdictions and 
in other formats, and their comments on those materials that serve to compare 
and contrast with Form 13 are presented in section 4.2. 
This chapter focuses on themes directly relating to Form 13 (see Figure 2.1 and 
Figure 2.2) and the rights materials from other jurisdictions. In the course of the 
interviews, the participants also spoke about their experiences in hospital and 
gave their opinions about the rights-information process. I explore those themes 
separately in Chapter 6, using the methods described in section 3.5. 
I had described the demographics of my sample in section 3.3.4. Participants’ 
names in this chapter are pseudonyms I assigned (as mentioned in section 3.4.9). 
Each participant received a unique pseudonym, so quotes attributed to the same 
pseudonym came from the same person. 
4.1  Comments on Form 13 
4.1.1 Content 
Several participants described the amount of information on the form as 
“overwhelming,” with some suggesting that it may pose a particular problem for 
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newly admitted patients because the symptoms of their illness may interfere with 
reading: 
Macy: I can say initially that it’s a lot of information all at once. 
That it’s kind of overwhelming. I’m glad that I can keep a 
copy. ’Cause then I can read it over. ’Cause I can’t remember 
anything you just read. For the most part. 
*** 
Felicia: It’s just overwhelming when you start reading the details. 
But once you read the details, it’s just like, “Oh, what can I do, can I, 
like…” Form 7 [to apply for a review panel hearing], and then all 
this other stuff, it makes you feel like it’s too overwhelming. 
*** 
IC: How we can make it a better document to more effectively… 
Ursula: Less stuff on the page. 
*** 
Abby: Yeah, I think, like, when people are in hospital and just 
certified, this is a lot to read. Like, I don’t think… I don’t think I 
ever read the back side of this piece of paper. ’Cause they gave me a 
copy, but, yeah… but I only ever really saw the front side of it, and 
that’s the part that they read out to you. […] Um, the first page was 
OK. And then the second page was a lot of information. 
*** 
Ben: I’ve never seen this [Form 13], and I’ve never been told this 
right off the bat upon being admitted, but I feel like, you know, 
given where you are in your illness and your symptomology, it 
might be a little too overwhelming to receive all these, um, these 
conditions [rights] right, you know, upon being admitted. 
Their comments suggest that the document should present less information in 
general, but for some specific types of information, participants wanted more: in 
particular, they wanted information not only about the rights themselves but also 
about how to exercise those rights. For example, many of them noted that the 
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form tells them that they have the right to contact a lawyer but doesn’t give them 
further resources, such as contact information, to reach a lawyer: 
Abby: So, like, I would like to know how to contact a lawyer. It 
doesn’t say here. It just says I have the right to contact a lawyer. […] 
Um, and then how would I request a second medical opinion? And I 
think some people don’t even know what a second medical opinion 
is? I do, but that’s just me. And then all of these “apply to the court,” 
“appeal to the court”—how do I go about doing those things? 
*** 
Shantih: If they’re going to say to contact a lawyer, […] they need 
to have information about where to call. 
*** 
Eve: Like, you have the right to contact a lawyer. I want to know, 
OK, well, how do I contact a lawyer? So I do appreciate there is a 
second page, although saying, like, “You have the right to contact a 
lawyer,” and then it says, “You may contact any lawyer or advocate 
you choose at any time.” I mean, it’s not… it’s not super-helpful. 
[Laughs] Um, I guess they can’t… maybe can’t be any more direct 
than that, but, it’s not like you’re given any, like, a phone number or 
anything. 
Beyond having the contact information to reach a lawyer, many participants 
identified the costs of getting a lawyer as a barrier to accessing their rights: 
Ron: Especially if you’ve been on skid row and they take you from 
skid row to the hospital. Yeah. You may have… you may be getting 
the disability provincial benefits, um, 900 bucks a month, you may 
have 200 bucks left over in a month, but I don’t know what the 
lawyer’s going to cost when preparing a case. I mean, most people 
go through all that money pretty fast. 
*** 
Ursula: And “there may be a cost,” which I can’t incur as a bipolar 
patient with no money and no husband and no family. 
*** 
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Felicia: Yeah, like, I’m just worried about where do I get that 
lawyer? I don’t have money and things like that. […] You know, 
what happens if their income is too high or something and they 
don’t qualify for a subsidized lawyer thing, and, you know, it’s, how 
does one manoeuvre into that stuff? […] The money issue is a big 
thing. How does one… how do I get access to a lawyer to, you know, 
to do all that stuff? Even though we have the rights, I feel we don’t 
have access to help with our rights or to fight for us, right? It’s all 
about money and it’s, like, fighting—me against the doctors, against 
the whole world. 
*** 
Ethan: Contacting a lawyer. […] It’s, like, if you’re poor and you 
can’t afford a lawyer. […] Um, I am very confused here. Like, maybe 
I can’t afford a lawyer. What do I do? […] I thought there was a bit 
of a barrier in terms of access to a lawyer if you can’t afford one, 
which leaves you feeling kind of like you have no options, which is 
not good for your mental health, regardless. 
Several participants suggested that the rights information should be clearer about 
the costs involved in exercising their legal rights: 
Jim: This statement about contacting a lawyer—again, I wasn’t 
aware, ’cause I wasn’t shown the form then—is that… I’ve never 
actually dealt with a lawyer, personally, but, um, if you contact a 
lawyer, is that your financial obligation? […] Maybe it would help if 
that was disclosed right there that you would definitely be 
responsible for the costs, right? 
*** 
Shantih: “There may be a cost.” OK, the cost part needs to be I 
think mentioned here [first page]. […] The cost for both of these two 
parts where you could get a lawyer and where a lawyer is normally 
required. You need to mention about the cost here. […] Yeah, even 
for the second medical opinion, they need to know that there could 
be a cost for the travel of the doctor. I think that needs to be, again, 
like, maybe not so… as important as the lawyer part, but definitely, 
I think it should also be mentioned in the first page or definitely 
bold letters here. 
*** 
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Jacob: For judicial review, I’d probably like some more 
clarification on that and what costs there would be included… or 
involved, ’cause it does say there’s a cost involved, so, you know. 
And same with the appeal to the court, so what is the… what would 
the cost be? I guess it would just depend on the lawyer’s fees, but I, 
um… And why wouldn’t I be covered by LSS [Legal Services 
Society]? 
Finally, a few participants wanted more clarity about the medical certificate 
(Form 4). As discussed in section 2.3.1, it’s the official document that allows 
hospitals to detain involuntary patients, but Form 13 doesn’t explicitly make the 
connection that the medical certificate—Form 4—is what “certification” refers to. 
The vague language on Form 13 about whether involuntary patients could see 
their certificate was also problematic for many participants: 
Ethan: “You may have a copy of the medical certificate unless the 
hospital believes this information will cause serious harm to you or 
cause harm to others.” But it’s not something that they’d routinely 
give you—it’s something you’d have to ask for? 
IC: You’d have to request it, yes. […] 
Ethan: So legally, it’s the medical certificate that is the thing. 
Everything else follows from that. Um, where you are, who your 
doctor is, what treatment you get. Everything else is stemming from 
the one document, which is your certificate. 
IC: Mm-hm. 
Ethan: OK. I feel like that could be more emphasized here. Yeah. I 
mean the word “certifiable” is in the vernacular, but I don’t know 
that people, myself included, necessarily connect it to a specific… 
There is an actual certificate. […] This makes more sense now that 
the certificate is the thing. 
*** 
IC: Did you ever get to see your certificate? Your Form 4? 
Brenda: No. Is that mentioned to me on the first page? 
IC: No. So, the certificate is what gives them authority to hold you 
in hospital, and it does mention, um, it doesn’t mention Form 4, but 
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it says… anytime it says “medical certificate” on the second page, it’s 
referring to that form. So it says, “a medical doctor signed a medical 
certificate”—so that’s Form 4—and then it says the reason the 
medical doctor thinks you should be here are written on the medical 
certificate. “You may have a copy of the medical certificate unless 
the hospital believes that this information will cause serious harm 
to you or harm to others.” 
Brenda: Ah, OK, so I thought that that was referring to this—
Form 13. I didn’t even know that it was referring to another form. 
That could be an easy edit to add. 
IC: OK. 
Brenda: “A medical doctor has signed a medical certificate—
Form 4.” Yeah. 
*** 
IC: What information would you consider the hardest to 
understand? 
Jim: Yeah, I’m not quite sure, like myself, um, why this 
information would cause harm to you or cause harm to others. Like, 
I can’t think of an example why… why would that information 
potentially hurt you, the reasons for your admission or certification. 
4.1.1.1 Most important information 
I asked participants what they thought would be the most important information 
for involuntary patients to have. A few participants said that all of the first page of 
Form 13 was important. Most of those who gave more specific responses said that 
the reason for admission was the most important information for patients to 
know: 
Dina: I think the reasons—this part here, the reason for their 
admission—and the renewal certificates. […] Also, I think an 
important part is, uh, “the staff make you take medication or other 
treatment for your mental disorder even if you do not want to take 
it.” That’s quite important. 
*** 
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Abby: I think the reasons for involuntary admission is very 
important. 
*** 
Felicia: I guess it’s [right] number 2 [on Form 13], why am I 
admitted in there. 
*** 
Jacob: Well, I think, first why they’re there, and second, what 
options they have to challenge that. 
*** 
Jim: Well, I see the two most important ones just ’cause they’re… 
they help you understand… is the reasons for involuntary admission. 
That can, um, you know, potentially help you understand, you know, 
why you’re being admitted involuntarily. Um, and of course second 
medical opinion. Which can definitely have a huge impact, ’cause 
medications can have a huge impact. Just from my own experience, 
um, you know, I started off with some pretty harsh ones and when 
the certificate wasn’t renewed anymore, I was able to, um, you 
know, make a decision and stop some of the more harsh 
medications that really can impact your well-being. 
Because Form 13 is generic, rather than personalized for each patient, it gives 
only the four criteria for hospitalization (see section 2.3.1) as the “reasons for 
hospitalization.” The reasons specific to each patient are supposed to be written 
on Form 4, the medical certificate, and shown to the patient upon request. Most 
participants in this phase of user testing, as well as the second phase (Chapter 5), 
didn’t see their certificates. I will discuss this point further in Chapter 6. 
Beyond the reasons for hospitalization, other issues participants noted as being 
the “most important” were their right to legal representation and their right to a 
review panel hearing. 
Ethan said that what he considered most important was missing from the form 
entirely—the fact that although some of their rights are curtailed, like the 
freedom of movement and the right to refuse consent to psychiatric treatment, 
involuntary patients still have most of their rights: 
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Ethan: Well, I kind of mentioned that I… the most important 
information that I don’t think is on here, which is, um, you know, 
reiterating that most of your other rights are still intact. You’re not 
just at the mercy and the whim of the doctors. Um… Yeah, so, I kind 
of do feel like the most salient points to me are not explicitly 
brought out. ’Cause I’m thinking, like, if I’m in a situation, I’ve just 
been committed, what are my… like, what can I do right now? 
Ben echoed Ethan’s point about wanting to know more about the boundaries of 
what the legislation allowed hospital staff to do and what constituted 
“treatment”: 
Ben: Maybe some information on, like, visitation and some rights 
on, um, like, involuntary treatment. Because often they’ll bring in 
security guards and whatnot to, you know, pin people down and 
forcibly medicate them and, you know, put them in isolation rooms 
and stuff like that, so, like, maybe some information on those. 
Those means of… those methods of treating patients, because you 
don’t know anything about that when you go into hospital. 
Other information participants identified as being missing included: 
• a detailed description of how the review panel works, 
• a clear definition of renewal certificates and renewal periods, and 
• an explanation of what constitutes “appropriate” behaviour, as defined by 
the criteria for involuntary hospitalization. 
4.1.2 Language 
Some participants had no trouble with the language on Form 13. Ethan, for 
example, said “most of the information on here is fairly straightforward.” Ron 
said he was “used to reading technical documentation, so all of it’s fine,” although 
he also said that the form may pose problems “if you don’t have a background in 
reading some legal documents or technical stuff or… depending on your level of 
education.” For others, the complexity of the language posed a barrier: 
Shantih: “You should be in a designated facility to prevent your 
substantial mental or physical deterioration.” Like, I think, like this 
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could just be written with simpler words. […] I mean, for some 
people, they might, like, really, really understand it, but I remember, 
like, when, years and years ago, back in 1997, when I told you… like, 
twice I got hospitalized under the Mental Health Act that year, and 
everything, and I was really, really psychotic, and I don’t know 
whether… like, I knew… like, I mean, I think you just need to be 
simple… a lot simpler with words. I think some words are just too 
drawn out. 
*** 
Jacob: Yeah, just some of the language, like… Some of the Latin 
and some of the, you know, legal terminology is unfamiliar to most 
people, and probably a little overwhelming when you’re in those 
kinds of facilities. 
Several participants zeroed in on one particular legal phrase, habeas corpus, as 
an example of how the language on the form could be hard to understand: 
Ursula: What the hell is habeas corpus? I don’t know. Does the 
average person know what habeas corpus is? Come on! 
*** 
Jacob: Anything to do with the legal stuff is challenging. Like 
habeas corpus. That doesn’t mean anything to somebody that 
hasn’t had, uh, either Latin or legal, you know, experience. 
*** 
IC: What would you consider the hardest to understand? 
Macy: Some of the things on the back page like “judicial review.” 
The Latin phrase right after it… habeas corpus, I don’t know… I 
never took law. Some of the language is a bit, um, above kind of 
layman’s level, and a lot of people who are involuntary patients 
have cognitive issues, especially with psychotic disorders, so if there 
are a lot of big words, sometimes people get upset. Like, I mean, I 
understand the reasons for it—it’s a legal document or whatever, 
and they need to put legalese all over the place. But, practically 
speaking, it’s not ideal. 
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The form’s explanation, that habeas corpus refers to the right “to apply to the 
court to ask a judge if your medical certificates are in order” didn’t help clear up 
participants’ confusion: 
Abby: What does, like, having my medical certificates “are in order” 
mean? That doesn’t make sense to me. 
Two participants said that the reference to the legislation’s section number made 
the document seem legal and bureaucratic and hence added a factor of 
intimidation, reminding them of something they’d encounter in an adversarial 
criminal context: 
Jasmine: It’s very formal. Very judicial. It almost looks like you’re 
a criminal. […] Why I said that is just because of this whole—I 
didn’t see this part here—Section 34, RSBC 1996, c. 288 in bold. 
That’s the part that made me say that. It just reminds me of 
something else… 
IC: Like legal documents? 
Jasmine: Yeah, legal documents, yes. 
*** 
Shantih: Form 13, this is […] very government-like because it also 
has, like, Mental Health Act, yes, OK, so it has, like Form 13, and 
then Section 34, RSBC 1996, c. 288 or whatever, and it’s, like, 
“What?” 
Participants identified the description of the certification periods as being unclear, 
with many confused about the meaning of being “examined regularly”: 
Macy: It would be nice to know what constitutes being examined 
regularly by a medical doctor. Does that mean daily, does that mean 
weekly, as requested? It’s not very specific. 
*** 
Abby: And then, um, what does regularly mean? Like, “examined 
regularly by a medical doctor.” Is that once a day, five days a week, 
is that every other day, stuff like that? 
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The elaboration of this right on page 2 of the Form 13, labelled “Renewal 
certificates,” caused further confusion for some participants. It reads: 
If a second medical certificate is completed within 48 hours of your 
admission, you may be required to stay in hospital for up to one 
month depending on your response to treatment. Before the end of 
the month a medical doctor must examine you and your involuntary 
certificate may be renewed, if necessary, for up to another month. 
After this, the certificates must be renewed at the end of three 
months and then every six months. 
Ursula said, “Renewal certificates? They’re not clear at all. Absolutely unclear,” 
and Brenda identified that section as the hardest to understand of the entire 
form: 
IC: What information did you find hardest to understand? 
Brenda: The… the amount of time… where was it? 
IC: The renewals? 
Brenda: The renewals. Yes, the renewal certificates. 
For some participants, the language wasn’t necessarily too complex, but terms 
with seemingly similar connotations, like “appeal to the court” and “apply to the 
court,” made the distinctions between different rights unclear: 
Ethan: Around [right] number 6 [on Form 13] is where I kind of 
zoned out, because it seems at this point, like, um, it seems like 
duplicate information. It’s, like, ’cause number 5, you have the right 
to apply to a review panel. You have the right to apply to a court. 
You have the right to apply to a court for… something else. You have 
the right to get a second medical opinion. At this point it seems like 
they’re all… they’re kind of… like, when this is presented to me, I 
don’t see a difference. It’s like, you have options to challenge this. 
Here are those options, but… but the way it’s presented was kind of 
confusing to me. Um, obviously, it’s laid out a little better in the 
supplemental information, but here it just… it starts sounding like 
you’re throwing legal words at me and it’s like, [Shrugs] OK. 
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In particular, the use of the word “review” to describe the judicial review and the 
review panel led to some confusion: 
IC: What information on the document did you find hardest to 
understand? 
Ben: […] I guess the biggest one would be the difference between 
review panel and judicial review and the appeal to the court. 
*** 
IC: What information did you… would you say is the hardest to 
understand? 
Jacob: […] Basically anything to do with the review panel, like the 
review, the judicial review, the appeal to the court. 
4.1.3 Tone 
Even where the language was clear and unambiguous, some participants found 
the tone of the document disempowering, because of wording choices like “you 
do not have a choice about staying here” and “you are a person with a mental 
disorder” and because of the document’s legal tone, which brought to mind 
intimidating criminal contexts for some participants. 
Abby: I feel like some of this is, like, very harsh. Like, “As an 
involuntary patient, you do not have a choice about staying here. 
The staff may give you medication or other treatment for your 
mental disorder even if you do not want to take it.” And I know 
that’s the case, but the wording is just very, like… it’s not very gentle. 
*** 
Eve: I do bristle a little bit at the use of “You are a person with a 
mental disorder.” I don’t like that phrasing. […] The whole thing, it 
just feels like… I mean, there’s no emphasis of the fact that you have 
the right to be treated with dignity and respect. […] I mean, I get… 
they’re trying to communicate legal stuff, but it’s just, it’s not very 
approachable or friendly or in any way comforting. And I, yeah, it 
just left… it definitely left me feeling sort of disempowered. […] 
That form definitely left me being, like, “We can do what we want 
with you,” and I had no sense of what I could say no to. Like, at 
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what point somebody would touch me and force me to do 
something, which was kind of a scary feeling. 
*** 
Shantih: It needs to be in a more caring and more simpler way, not 
like your rights when you’re arrested. That’s what that reminds me 
of. 
*** 
Ethan: I mean this is [Form 13], you know, a legal document. This 
is not friendly. Even if it’s informative, it’s not… it doesn’t make me 
feel good. […] Because it is in, like, a legal format, it’s still kind of 
disempowering, even if it’s talking about your rights. You know 
what I mean? 
Ethan’s remark that “it doesn’t make me feel good” represents a crucial insight 
from participants’ comments: the way a communication tool such as this form 
makes the patient feel has a considerable effect on how the information is 
received or interpreted. Many participants used words like “comforting,” “caring,” 




Several participants said that they would prefer that Form 13 have some colour, 
even if it’s just the paper it’s printed on. Some suggested that colour would help 
the document look less formal and more approachable, but others didn’t 
articulate exactly why they believed colour would help: 
Ethan: I seem to recall that the one… the form I was given was 
printed on yellow paper, which was better than this [example 
printed on white]. 
*** 
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Shantih: I think there needs to be some colour. I think it needs to 
look more… I don’t know. More patient… Something that a patient 
is going to be… Yeah, this is just too formy. 
*** 
Felicia: I don’t know. I want more colour. 
*** 
IC: Do you have any comments on how the document looks? 
Jim: Maybe add some colour? [Laughs] I don’t know. 
4.1.4.2 Font 
One flaw of Form 13 that participants noted relates to the fact that it seems to 
serve two functions: 
1. it’s a script for the person notifying the patient about their rights, typically 
a clinician, and 
2. it has further information for the patient to read on their own about their 
rights. 
This dual function leads to confusion because, in addition to detailed information 
about each right that the patient is expected to read on their own, the form has 
these instructions for the clinician: 
The information in bold type must be read to the patient. 
Almost all of the rest of the text that follows on the first page of the form is in 
bold, a design choice that participants found disorienting and heavy handed. 
Abby: It’s all in bold, so I don’t know, like, which one is more 
important than the other, but maybe they’re all super-important. 
[…] Yeah, just, like, the fact that they’re all in bolded font makes it 
so that I think… I don’t know where to look. 
*** 
Eve: I understand that the information in bold is to highlight 
what’s to be read to me, but it seems like it’s essentially just bolding 
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everything and saying this is all important, and it feels a little 
overwhelming. Yeah, it doesn’t feel like there’s really been given a 
thought to, like, highlight the most important parts. Like it doesn’t 
seem like the information in brackets needs to be of similar, like, 
font size or bolding. 
*** 
Ethan: [Laughs] I just noticed “The information in bold type must 
be read to the patient,” and then the whole form is in bold type. […] 
It’s a bit heavy. I mean, [Laughs] that… that first line. Uh, putting it 
all in bold is a little bit, you know, a little… a little bit aggressive. 
Um, I mean, you could just say, “This form—this whole form—must 
be read to the patient,” and then put it in a nicer font. 
4.1.4.3 Signature line 
Several participants expressed misgivings about the signature line. 
The bottom of page 1 of Form 13 has a place for patients to sign (see Figure 2.1). 
The purpose of the signature is for the patient to acknowledge that they’ve been 
told about their rights (BCMH 2005, p. 41; BC Office of the Ombudsperson 2019a, 
p. 61), but that purpose isn’t clearly stated on the form, and this lack of clarity 
made many participants wary of the consequences of signing the document: 
Eve: I do think it’s strange that it doesn’t actually say, like, why 
you’re signing it. Sort of a statement like, “I acknowledge that the 
above information has been read to me” or something. I’m just kind 
of signing my life away. 
The feeling of “signing my life away” was echoed by other participants, who 
associated signing a document with more legal contexts, like entering into a 
contract or waiving one’s rights: 
Kiki: Like, if you sign this and this and this, then you feel like… it 
may all go wrong, it may all blow up in your face. You’re gonna 
worry about it all day and all night […] 
IC: Mm-hm. So in hospital you think that you probably would not 
want to sign this form? 
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Kiki: No way. No way, no way, no way. 
IC: OK. Just for your information, it’s not a contract. It’s not like 
you’re binding yourself to anything. The reason they get patients to 
sign it is because the law says that they have to explain rights to the 
patients, and one way of showing that they’ve done that is to have 
the patients sign the form. 
Kiki: No. Not in a psych ward. Not in a psych ward. […] Unless 
maybe if I could visit with a lawyer and then they can sit down and I 
can have, like, maybe trust and understand the whole system, but 
not signing my name to anything, and that’s something that I 
learned from my dad. Never sign anything. 
Participant Jacob similarly noted the perceived gravitas of a signature and the 
irony of its use in the context of certification: 
Jacob: Mmm… Well, there’s something interesting that… 
fundamentally what’s, you know, kind of, almost amusing is the fact 
that they’re saying that you’re seriously impaired to make decisions, 
yet they’re asking you to sign an acknowledgment that you know 
what’s happening and why you’re there and what your rights are 
when they’re saying you clearly don’t have the capacity to negotiate 
those kinds of decisions. So it’s… do you know I mean? It’s sending 
mixed signals. 
Although one participant, Jim, said, “I think the signature’s good to have there 
[…] to acknowledge that you’ve received it [Form 13],” many other participants 
saw the signature line as a barrier that led them to question the document’s 
motive or trustworthiness. 
4.1.5 Format 
Form 13 is a two-page document that may be printed double-sided on a standard 
letter-sized piece of paper. 
The first page of the form (see Figure 2.1) has (a) rights information that the 
patient must be read and (b) signature and date lines. The second page of the 
form (see Figure 2.2) has further information on each right. Each right listed on 
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the first page refers, in parentheses, to the corresponding heading on the back 
(second page) where patients can find the information they’re looking for. 
Most participants understood the relationship between the rights on the first 
page and their explanations on the back, but some said the link between the 
sections could have been made clearer: 
IC: They never pointed out to you that there was a back side or 
anything? 
Abby: I don’t think so. They may have, but maybe I just wasn’t in 
the right mindset. Um… Yeah, I feel like if they really wanted to, like, 
let us know all these things [on the back of the form], they should, 
like, read through it as well with you. But I know that takes up a lot 
of time. 
*** 
Ethan: OK, on the first page, there, like the information is very… 
it’s just… it’s there. There’s not really any need to look for anything 
on the page, ’cause there’s few enough points that it’s… it’s there. 
Um, on this page [page 2], I mentioned, I feel like I kind of have to 
go looking for certain things. […] Visually, these headings need to 
be a bit more emphasized, and if there was a way to visually link 
them with the references on the front page, ’cause I know when I… 
like I saw this [page 1], and I read this [page 2], and then it was, like, 
“Oh, I see.” So that wasn’t immediately obvious. So, yeah, they 
definitely need to be a little more emphasized. 
*** 
Felicia: Well, I think it might be good if they could number it [each 
item on page 2]—2, 3… so one knows that this refers to that, so 
when you’re reading, it goes, let’s see, “Reasons for admission,” you 
could put number 2 here, so then they could… when they read that, 
“Oh, that’s related to question 2”—3, 4, 5—they could number it, too. 
Abby said that giving her the two pages of the form on two separate sheets of 
paper would have alerted her to the additional information on the second page 
and would obviate the need to flip back and forth between two sides of the same 
piece of paper: 
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Abby: Maybe I should have been given, like, two sheets of paper 
instead of one double-sided. 
4.1.6 Use in the clinical context 
Although all participants had recommendations on how Form 13 could be 
improved, some felt that many clinicians saw giving rights information as an 
administrative obligation or as an exercise to reduce their legal liability, rather 
than a genuine concern about patients’ rights: 
Dina: Yeah. I don’t know. I feel like this form is, like, something 
that they put out because they have to, but in terms of actually 
making you aware of your rights and, like, all this stuff being 
executed, I feel it all kind of… it all just kind of gets lost. […] So, like, 
I mean, the form, like, it makes sense, and it’s quite easy to 
understand, but it’s just, in my experience, I feel like it’s kind of… 
bullshit. [Laughs] Yeah. I feel like they don’t really treat you like a 
human being, like this kind of lays out. It’s more… in my experience 
it was more, you know, “You’re a mental patient, and you’re too sick 
to go outside, and we’re going to make the decisions for you, and 
you’re going know as little as possible.” That’s been my experience. 
*** 
Trevor: I kind of, like, uh… feel it’s, like, more tailored to their own 
needs rather than, like, the patients’. So kind of like, um, more 
toward their policy. 
Any attempts to improve the rights-communication tools would solve only one 
part of the perceived problem, and clinicians’ approach to giving rights 
information would also be important to address: 
Vonda: You can fix the form a million times over. But what you 
really need to do is fix the health system. Because you shouldn’t be 
treated in the opposite way of the rights that are already a pared-
down edition of your rights as a human. 
4.2  Comments on other rights materials 
As outlined in section 3.3.5, I also showed participants rights materials from 
other jurisdictions and in other formats and asked for their opinions on whether 
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these other means of delivering rights information had features that they 
preferred over Form 13. Most of the documents were from other Canadian 
provinces. The rest were: 
• a wallet card from a now-disbanded BC-based psychiatric consumer group 
called the Mental Health Political Action Group (MHPAG; Vogt 2011; see 
Appendix H) and 
• a rights video from the mental health advocacy group Mind, based in the 
UK (Mind UK 2016). 
Of the other rights materials I showed participants, the MHPAG wallet card, the 
colour pamphlets, and the video from Mind drew the most positive responses, 
which I elaborate on in the sections that follow. 
4.2.1 Wallet cards 
Although three participants found the MHPAG card too busy, with type that was 
too small to read, most participants liked the format of the wallet card and how it 
delivered information concisely: 
Jill: I think this little card is very succinct. Very good. It’s very clear, 
and it tells you in point form what you need to know, and I think it’s 
very comprehensive. Covers a lot of areas. So I like this little card. 
*** 
Eve: I do like the fact that this, by the very nature of it being a 
double-sided card, just segments the information so it’s kind of 
digestible. Um, and there’s the advocacy numbers I wanted. 
Like Eve, other participants appreciated that the card had contact information for 
advocacy: 
Macy: I like this one—the Mental Health Action Group because it 
has the phone numbers right there for the Mental Health Law 
Program. ’Cause knowing that you have the right to contact a lawyer 
but not knowing how to contact a lawyer—it’s a big difference. I also 
like that it has the criteria [for hospitalization] right on this one as 
well. I think that’s pretty important. 
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Several participants described the card’s language and function as more 
empowering, because it conveyed more active advocacy rather than a simple 
transfer of information: 
Eve: It’s interesting that they say “a lawyer referral without 
delay.” ’Cause it was phrased on that form as “You have the right to 
contact a lawyer,” so here it suggests that you can sort of ask for a 
lawyer and somehow you’ll be directed to one. So that seems like 
the onus is less on you, so I like the language of that. 
*** 
IC: And why do you like the cards? 
Jasmine: Because they self-represent themselves. And, they’re, 
like… I’m me. I present me. This is me. I know my rights. […] I’m 
informed of my own rights. […] Tangible. Empowerment. Yeah, I 
believe, empowerment. 
*** 
Ethan: I love this. […] I would not trust it if I got it from a doctor. 
[…] It’s very much, like, OK, we’re going to protect you against the 
bureaucracy. Yeah, so, in general I love this kind of approach. Like 
educating people before they are in the situation. Um, obviously, I 
mean… a big chunk of the people who get committed will never 
encounter this kind of advocacy, because they wouldn’t be, you 
know, seen as at risk, so I don’t know that this has much potential 
from a bureaucratic approach, because it’s fundamentally anti-
bureaucratic. Um, that being said, it’s very concise, and I like that at 
the bottom it has a lot of, like, “Here are people you can contact.” 
Um. Yeah, this is very empowering. But, yeah, I’m just going to 
reiterate that if a doctor gave it to me, I would not trust it, just 
because of… because it has that kind of confrontational form factor. 
Because it is so succinct, though, a few participants said it would be better for 
patients who had already been introduced to their rights, through Form 13 or 
other means: 
Abby: I think it’s, like, a really good idea because it condenses, like, 
all the important information into a small, like, wallet-sized card, 
but without someone there to explain it, like, I think people who 
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would understand this card better would be people who have 
already been explained Form 13, so they would know, like, what a 
review panel hearing is and, um, stuff like that. 
*** 
Jacob: I do like this. […] It just puts all the information on one 
business card. […] The only downfall is you would have to ask 
somebody at the hospital to elaborate on some of these things or to 
provide you with a Form 13, and then you’re back at the same place 
again. But at least this is kind of… a bit of a cue card or prompt to 
navigate the form. 
A few participants also said that the function of the card as a reminder of rights 
could be useful for people who’d had contact with the mental health system but 
were living in the community, as an easily accessible reference if they were 
certified again. Some suggested that the card be given to patients at discharge. 
Trevor: Yeah, I think that’s very, like, handy ’cause you can, like, 
have that on you and, like, be prepared for, like, some weird 
circumstance or whatever, and it’s kind of, like, uh, very portable. 
Whereas I find this paper one, like, not too many people want to 
carry around a big paper on them. 
*** 
Ron: Probably at discharge, so if it happened again, you’d have it, 
kind of thing, because at least you’d have that there if you had some 
sense that it was going to happen again. So yeah. So yeah. That 
would be useful, yeah. On the card. 
Newfoundland and Labrador’s rights information also comes in card format (see 
Appendix G; abbreviated in the quotes as “NL card”)—a larger one that folds up. 
On the card are blank lines for patients to fill in their name and the names and 
contact information of their doctor, rights advisor, and patient representative. 
Participants liked the format for similar reasons as the MHPAG wallet card—that 
it’s digestible and succinct—but several people noted that it isn’t in a shape that 
would actually fit in a wallet. 
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Some participants appreciated the blank lines for contact information, to help 
clarify the roles of the people who may be involved in the patient’s care: 
Abby: Newfoundland… [Many moments of silence, reading] I like 
this, because it’s, again, small and compact, and there’s space where 
you can fill out, like, information about your patient representative, 
your rights advisor, and your doctor. ’Cause sometimes, like, you’re 
meeting so many people that you can’t keep track of them. 
*** 
Eve: I love that there’s a slot for my patient representative, rights 
advisor, and doctor. I feel like that’s information that’s missing on 
the form, ’cause I feel like the original form just says, like, you can 
talk to all these people, but it just doesn’t connect you with who you 
can be talking to. 
But participants had differing views on the slot for the patient’s name. Brenda, 
for example, said adding her name would prompt her to keep the card, whereas 
Eve was concerned that her identity and contact with the mental health system 
may be inadvertently disclosed if she ever lost it: 
Brenda: So this is actually pretty nice. You get to put your name on 
it and the date and… it’s like a souvenir. 
*** 
Eve: The first thing that concerns me about this [NL card] is, like, 
my rights as an involuntary patient, name, and date? This just looks 
like it could be lost easily, and I would be pretty mortified if I 
somehow lost this and it, like, was found on the street. I appreciate 
that it could be put in a pocket, but it seems that—I would lose 
something like this. [Laughs] 
Two participants mentioned that they would like a wallet card not necessarily to 
remind them of their rights but to serve a function akin to medical identification 
bracelets (Fish 1969), telling people whom to contact in the case of a mental 
health crisis or emergency: 
Kiki: Oh, I just thought of something else! […] You know what 
would be nice, actually, is to have a card, but not… not just paper. 
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But you know how you have to wear a bracelet? Something for your 
wallet that says, “I have mental illness and contact my psychiatrist” 
or whatever. Or, you know, like, something that proves that, uh… 
you don’t have to throw me in jail there. Just be nice to me, and I’ll 
calm down at home. 
*** 
Felicia: And then I’d like to have that [MHPAG card] in my pocket 
and also having these [NL card] […] Who to contact if I ever relapse, 
that one—my support person—then they can tell them, like, tell 
them what my plan is. […] That’d be good to have on hand. 
4.2.2 Pamphlets 
I showed participants tri-fold pamphlets from Alberta (see Appendix C), New 
Brunswick (see Appendix D), and Nova Scotia (see Appendix E). The pamphlets 
from Alberta and New Brunswick were in full colour, and the pamphlet from 
Nova Scotia had some colour on the cover but was otherwise in black and white. 
Participants said that the pamphlet format felt more substantial than the cards, 
with more complete information: 
Jacob: The one thing I do like about the bigger formats is that 
they’re more tangible as something you can hold on to. Like, if 
you’re given it in hospital, and it feels, I guess, in a way, more 
official, you know, than just having these little, like, business cards 
or whatever. These are good supporting documents, but if this 
[card] is all they give you, it doesn’t feel like much, you know what I 
mean? 
But another participant, Vonda, wondered if pamphlets were the best choice for a 
resource that patients may want to reference repeatedly, saying she’d be more 
likely to discard a pamphlet than a sheet like Form 13: 
Vonda: Pamphlets tend to be something that, at least I find, you 
look at once and then toss or do whatever with, just because, I don’t 
know—it’s a pamphlet, what are you going to do with it? Whereas 
having an actual piece of paper kind of just makes it feel more 
official, so it feels more important. You’re more inclined to keep it, 
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so that you can actually reference it, and I’m sure that that’s 
something that’s important to a lot of people. 
Participants liked that the pamphlets had colour, with some expressing a 
preference for the colour and visuals in the Alberta pamphlet, which they called 
“friendly” and “eye catching”: 
Ron: This one from Alberta is quite a bit more set off in colour and 
stuff, so it might be easier to read than BC [Form 13]. 
*** 
Brenda: Well, the New Brunswick one is like, uh, is like the form, 
whereas the Alberta one is like a pamphlet, and it’s colour coded 
and there’s more space between the letters, and there’s more… yeah, 
more space between the letters. This [New Brunswick] is really 
packed—you don’t want to read it. This [Alberta] is more spaced out 
and simpler. The Alberta one is better than the New Brunswick one. 
*** 
Abby: Well, first of all, I like the colours. It’s a nice change from, 
like, the non-coloured ones. I mean, these ones [Nova Scotia 
pamphlet] have, like blue and stuff, but this one is like fully 
coloured. […] I like the colour of the Alberta one the best, and… but 
somehow… so maybe I would like a pamphlet form with colour but 
also explaining things like your renewal certificates. 
*** 
Jacob: I’d have to say just me being a visual person, I mean, 
whatever the images are [Laughs]—they’re kind of ridiculous stock 
photos—but I do like the Alberta Health Advocate… how succinct it 
is. It’s broken up, colour blocked, which is nice. It’s easier to read. 
And it’s all in kind of bullet form, which is good. Yeah, it’s eye 
catching and it’s broken up. It’s chunked. The information is 
chunked, so it’s a lot easier to digest. 
*** 
Ben: So the one I like the most is this one right here. […] Alberta. 
For a number of reasons. Um, it’s friendly looking, you know, the 
look of it. It’s pleasing to the eye. So it doesn’t seem overwhelming, 
when you look at it. Just like all these other ones, you’re bombarded 
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with information, and it’s not going to be effective in getting 
through to people. Just because of the state you’re in when you get 
involuntarily admitted. This provides as little information as 
possible, but at the same time, it conveys as much information as it 
needs to. So I like this one the best. And it’s got, you know, pictures 
of people smiling. 
Other participants preferred the softer pink tones of the New Brunswick 
pamphlet because they found the many colours of the Alberta pamphlet “too 
busy”: 
Ursula: I think if I were a mental patient and I was slightly 
psychotic or slightly upset—not even psychotic. Let’s say hypomanic. 
I would want to look at something, first of all, pale pink. Pale pink. 
You know that that’s the colour that they use in rooms—certain 
rooms—back in Winnipeg? Not that I knew about that. But the 
lights are more conducive to sleep in those situations, and this [New 
Brunswick] is that colour. […] And this [Alberta] is just a bit too, 
um, you know, too busy. 
*** 
Felicia: Too much colour—it’s [Alberta] too busy, I find. I like this 
pastel—something light background, to have colour in here. 
*** 
Jasmine: I like the pink. It’s soft. 
Several participants appreciated that the Alberta pamphlet was made by an 
independent advocacy office, which they expected would support patients on 
their terms. 
Ethan: I’ll do this one [Alberta] first. This is good… This is, again, a 
little bit, uh, because this is coming from a third party, it has a bit 
more… I don’t want to say credibility. A bit more… I don’t know the 
word I’m looking for. […] I like particularly on this that it has phone 
numbers… phone numbers… it has… it’s, like, you look at it, you 
immediately have options, right? These… these are people who will, 
you know, at least be a listening ear, right? 
*** 
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Jasmine: This one [Alberta] I like so far. ’Cause I like “We’re here 
to help you,” “Questions and concerns.” Oh. That’s why I like it. 
Because they’re advocates. That’s what I’m talking about. People 
there who support people who are needing support. 
The one feature of the Alberta pamphlet that several participants didn’t like was 
the image of a person who seemed to be in distress: 
Eve: I’m not sure I really needed a face of somebody in distress 
looking back at me. [Laughs] It’s kind of distracting. 
*** 
Felicia: Having a person there in distress, you don’t even want to 
touch it. 
*** 
Trevor: This one [Alberta] I feel is, like, a bit distracting having, 
like, somebody’s face right there, but it, like, gives good information. 
*** 
Macy: Um, I like that this one’s kind of colourful. But I don’t like 
the stressed-out-looking woman on the cover… or on the inside. 
*** 
Ursula: She looks so unhappy. 
Their reactions suggested that any visuals depicting people would have to strike a 
balance and not show someone who was in too much distress while also not 
sugar-coating or trivializing the experience of certification. 
Another visual element that provoked negative comments was the image of the 
scales of justice on the New Brunswick pamphlet. Jasmine, for example, 
associated the scales of justice with criminal prosecution, whereas Eve simply 
found the metaphor stale: 
Jasmine: Again, I notice this [scales of justice image on New 
Brunswick pamphlet]… it’s sort of a judicial system sign… You get 
that right off the bat. The balance… I get something off that that 
says judicial. […] I don’t see how my mental illness has anything to 
 112 
do with the law. ’Cause me, I was born this way. I didn’t choose this 
way. So how is me being born manic-depressive breaking the law? 
*** 
Eve: The judicial scales [on New Brunswick pamphlet] are pretty… 
a bit dated. [Laughs] In fact, this whole, like, just kind of colour 
scheme and the seriousness of the young girl’s face makes me think 
of, like, a sexual health pamphlet that I would have been given in 
grade 5 or something, like, in the mid-’90s. Or maybe I’m being 
unfairly critical. [Laughs] 
The third pamphlet, from Nova Scotia, has minimal colour and lacks visuals, 
other than the hospital logo. Some participants said it was “informative” and 
liked that the content is presented in question-and-answer format, with answers 
in bullet points. But the bare layout may also have affected how participants 
perceived its credibility: 
Macy: This one [Nova Scotia] doesn’t look as formally laid out. 
Like, it looks like someone just typed it up and printed it themselves. 
I think if I was feeling paranoid, I may not trust this document as 
much as the other ones. 
*** 
Brenda: This Nova Scotia one seems kind of cheap. I guess this is a 
budget solution. It could be done on your office printer if you 
needed to. 
But other participants didn’t have a problem with the simpler design because its 
content strikes an appropriate tone and concretely acknowledges the patient’s 
situation of involuntary hospitalization: 
Ethan: Honestly, the cheaper form factor speaks better to me. Like 
this [Nova Scotia]. This feels right. […] It is coming from the 
hospital, right? It’s officially branded. Uh… but what I like 
particularly about this one is that it’s not talking in the abstract […] 
This one says, no, you’re in the hospital right now, you’re in this 
situation, what can you do. It’s more direct. It’s like right now, what 
is going on. […] It feels like the most immediate, right? And I… uh… 
yeah, that’s, that… I mean, I don’t care about the rest of it that it’s 
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cheap paper or… the information inside is actually not that great, 
but just the fact that it’s targeted directly at me in the hospital right 
now. 
4.2.3 Video 
The “Making Sense of Sectioning” video, created by the advocacy organization 
Mind UK (2016), is almost four minutes long and explains, through illustrated 
and animated characters, the circumstances under which someone might get 
sectioned (the UK equivalent to certification). 
Most participants had strongly positive reactions to it, calling it “soothing,” 
“comforting,” and “friendly.” They appreciated that the video didn’t make the 
prospect of hospitalization seem frightening: 
Jasmine: Wow. I like it. I love it. […] Yeah. Very soothing. It’s very 
soothing and very therapeutic. And it’s not scary. It’s very visual. 
And I think for people, especially in this age, where it’s the age of 
the TV and big screen and all that… this video was done in such a 
way that it made sense. […] And it was very effective. And I think 
that all of the things you showed me, this would be the best thing to 
show. 
*** 
Ursula: What I like about it is it’s very simple. It’s a cartoon. I 
think that’s good. It’s, uh, less scary when it’s presented that way, 
and I think that they’re just very clear. They’re very, very clear. 
Much… and some of the things I’m hearing, or I heard, are more 
positive. 
*** 
Eve: I mean, it was beautifully done. Very visually appealing, and 
the voice was very comforting. […] The tone of it is just comforting 
and, yeah, could make you feel sort of empowered with your rights, 
whereas I don’t think that Form 13 does. 
*** 
Ben: I really like it. It’s really great. I like the animation, and it’s 
friendly and it’s really comprehensive and it’s layman’s terms, and I 
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really, really like it. […] And it doesn’t catastrophize… catastrophize 
the… going to hospital. It doesn’t make it seem like the end of the 
world, it doesn’t… it’s not all doom and gloom like you think it is 
when you first… when you’re told you’re going into hospital. It kind 
of says, it says to me, you know, this is in your best interest. 
Several participants said that video would be better for people who couldn’t or 
didn’t want to read a printed document: 
Shantih: That’s another good way to show… or tell patients, too, 
because, some… I don’t know, some people do better with 
something like seeing something on a video rather than… Some 
people don’t know how to read. Some people might be dyslexic. 
*** 
Macy: Especially if people who are suffering from cognitive issues, 
video is way more clear. 
*** 
Dina: Um, well, I like the idea of having a video ’cause this just 
kind of popped into my mind… Um, when I was in hospital and I 
was very, very sick, I find that, for me personally, I was certified for 
anorexia, and various other things, but that was my 
primary… ’cause my weight was too low and medically I wasn’t 
stable. Um, when I get to an extremely low weight, I can’t actually 
read and make sense of things. So I think it is helpful to have a 
video like that. Um, in terms of the actual video, I think it would 
probably be more helpful to have, like, more caption. 
*** 
Abby: I like that it is a video to begin with, because it’s engaging, 
there’s visuals, there’s the auditory […] It’s, like, so much easier 
than reading, and… yeah, it’s a lot easier to focus and concentrate 
on a video and be engaged rather than trying to read through 
Form 13, on both sides. 
A few participants liked that the video offers information in what they perceived 
as an impartial and consistent way: 
 115 
Jasmine: Well, sometimes I think a form like that [Form 13] just 
agitates a person because they don’t want to hear from the person 
that they’re… ’cause sometimes it’s like the person that’s showing 
you… or that’s reading you the thing is your enemy, right? That’s 
the way you interpret it, like, you just imprisoned me, and now 
you’re reading me this? Like, I don’t want to hear this from you. 
Like, even though you’re trying to help me. So, it’s, like, watching a 
video is just like sitting back watching TV. 
*** 
Jacob: Hm. It seemed just a little more balanced. […] I just 
thought it was more fact based than, like, here are your rights, and, 
like, this isn’t always the way it turns out, so that’s why… I liked… I 
actually liked how they finished off the video, you know, to let 
people know that that’s not always what happens [that, in practice, 
patients’ rights aren’t always respected and they have recourse to 
complain]. That’s good. So it shows that there is a more fair 
approach to it than authoritarian. 
*** 
Jim: It’d be a consistent way of providing that information, you 
know, through a verbal… verbal and visual format. Instead of 
having a nurse read it. 
Some participants found the four-minute video “a bit long” for a person in mental 
distress to watch and said that some of the information about avoiding 
hospitalization, with adequate treatment in the community, wouldn’t apply to 
someone already hospitalized. Cutting the content irrelevant to certified patients 
would shorten the video to a length that would more likely keep patients’ 
attention. 
Some participants were concerned that the video would replace interaction with 
clinicians: 
Brenda: It’s kind of impersonal to convey that… “Here, go in this 
room and watch this video.” 
Others liked the video but didn’t know if showing it in inpatient units would be 
possible because of the lack of equipment: 
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Macy: Just practically speaking, how do they show the video to 
someone on an inpatient unit? They would have to have access to, 
like, either a laptop or the TV in a lounge that they could play a 
video on, but most hospitals aren’t really set up like that. 
One participant liked the video’s visuals but thought the narration was too fast: 
Kiki: Hey, you know, I’m lost already. They’re talking too fast for 
me. […] I don’t understand most of that. I got lost in the beginning 
because of… It’s actually not bad, because at least they have, like, 
pictoral? But at the same time, my brain, with all the medication 
that I take, works… it… it can’t, um, it gets over-sensitized. It gets, 
uh, I can only listen to something for so long… um, ’cause I can’t 
focus anymore. No, I wouldn’t… I’d have to almost watch that four 
or five times. 
Her comments suggest that the ability slow down a video and rewatch it may be 
important for some patients. 
4.2.4 “Your Rights as a Psychiatric Patient” (Ontario) 
Of the alternative rights-information materials I showed participants, Ontario’s 
three-page list of rights (see Appendix F) provoked the most negative reaction, 
although the web page from which I downloaded the document didn’t specify in 
what context patients would be seeing it. It’s possible that it would function well 
in whatever context it was designed for, but I could find no information about its 
intended use. 
Some participants appreciated how many rights patients in Ontario have, and 
many liked how the document explicitly mentions “the right to be treated with 
respect and dignity” and “the right to a safe and secure environment.” But most 
participants said that the way the information is presented as a long, 
uninterrupted list was confusing and overwhelming to read, especially because 
the repetition of bolding of the words “You have the right” was distracting and 
seemed to misplace the emphasis on unimportant content: 
Ron: The Ontario one has quite a bit more information. Actually, 
it’s, uh, it’s so much information it’s kind of overwhelming 
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compared to the BC one here. So yeah. You have to read everything, 
so it’s quite a bit… it can take you quite a bit of time to figure this 
one out, actually. 
*** 
Jasmine: It’s very confusing to me. […] The BC one is simple, and 
the Ontario one is too much words. Too many pages. […] Not too 
many pages, just, like, too many bolds. […] Especially to a person in 
crisis. 
*** 
Macy: I like that this one [Ontario] has a date on it, to show that 
it’s relatively recent. Or at least that they review these things. Like, 
the date on the BC one is 1996. […] The layout of this is not very 
good. It’s too hard to find the information. Like, if I’m skimming it 
to look for something, there’s a lot of repetition—“You have the 
right, you have the right”—instead of the bullets on the BC one 
where the “You have the right” is at the top. Even if it’s being read. 
[…] I can’t figure this thing out. 
*** 
Dina: Well, this one from Ontario, this has quite, like, a lot on it, 
and in terms of format, it’s a little bit much. And I don’t know why 
“You have the right” is in bold in every single bullet. ’Cause that’s 
just kind of like… it just loses you a little bit. And, you know, I’m in 
better mental health now than I was in the hospital, obviously, and, 
like, even now [Laughs] I don’t even really want to read this. It’s 
quite a lot. 
*** 
Abby: OK, looking at the Ontario one, it immediately makes me 
feel like this is a lot to read. It’s nice that the font is pretty big, so 
maybe it’s actually not very much to read, but it looks 
overwhelming. […] It’s not very well organized, because I don’t 
know what’s important and what’s not and which ones I’m 
supposed to be reading first so that I can… I can build upon the 
information that I’m already reading and then, like, reading more. 
That doesn’t… it’s not very helpful in that way. 
*** 
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Eve: [Looking at the first page] Why is “You have the right” bolded 
four times? It could be “You have the right” and then selective 
bolding of actually the take-aways. 
*** 
Vonda: A lot of rights in Ontario. Oh, so as far as this form goes, 
just on the layout aspect, having “You have the right” in bold at the 
beginning of every single bullet point just makes you not want to 
read the rest, because your eyes are automatically drawn to the bold, 
and then you go, “You have the right!” [Mumbles] “You have the 
right!” “Yeah, OK, whatever.” So I would do the opposite of that. 
[Laughs] 
*** 
Jacob: The Ontario one’s a bit of a nightmare. There’s just so many 
“You have the right, you have the right, you have the right, you have 
the right.” It sounds like you’re being read your Miranda rights or 
something. 
4.2.5 Other rights materials in comparison with Form 13 
Sixteen out of the 18 participants preferred other rights-information formats to 
Form 13. The two participants who ranked Form 13 as one of their preferred 
communication methods, Trevor and Brenda, did so because it looked official, 
from an authoritative source: 
IC: If we were to put Form 13 back into the mix here, what formats 
would you prefer to see when you’re in hospital to learn about your 
rights? 
Trevor: Probably these two [Form 13 and the Ontario document], 
if I was in the hospital setting. I feel they’re more, like, formal and 
straight to the point and seem like more of a real document. […] 
This feels, like, more like it’s coming from the government more or 
something. Whereas the rest just kind of seem more like a… like a 
business brochure that you get from, like, a salesperson or 
something like that. 
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However, both of these participants also had suggestions for how Form 13 might 
be improved, and some of those suggestions have been quoted elsewhere in this 
chapter. 
When asked which of the formats would be most effective, many participants 
mentioned that offering information in more than a single format would be best. 
Different formats may better accommodate the needs of people who prefer 
different styles of learning, such as people who prefer auditory learning to 
reading. Participants also suggested that different formats would give patients 
multiple opportunities to learn about their rights: 
Eve: I love the idea of there being a video available like that, but I 
would want it in conjunction with written material, ’cause I find 
that my sort of… just throughout my life, my sort of auditory 
processing is kind of slow, and so I don’t always manage to keep 
pace with the narration, and my ability to, like, synthesize the key 
points […] But then it did make me reflect on the fact that… so I’m 
somebody that really much prefers reading with the caveat that 
when I’m distressed, I struggle to. But I know for the likes of my… 
Like, my [two people mentioned, redacted for confidentiality], 
they’re both dyslexic, and having to read through something like… 
they would not have been able to read the Ontario form. Absolutely 
no way. And so I think that’s quite concerning for people with 
learning difficulties. I think there should be other modes of 
communicating information. So it just… maybe it just needs to be, 
like, multiple methods of doing so. 
*** 
Macy: Maybe even having the option of both [Form 13 and a 
pamphlet]? Having a pamphlet that lays it out in kind of a general 
way, and then I can just say, “OK, here’s my rights here.” But then I 
want to know about that, and then there could be another “More 
information” kind of sheet. So maybe a combination of the two 
things. Or a card and a form. 
*** 
IC: Do you think, uh, if you were in a situation where you were in 
hospital and being given your rights, do you think you would prefer 
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something written, do you think you’d prefer watching a video or 
listening to something, or would you want all of it? 
Jill: All of it. 
*** 
Brenda: You want me to rate… rate every single one? 
IC: You don’t have to. I’m just trying to get a sense of what you 
think might be effective. 
Brenda: I think a team. You get this—the Form 13—you get this 
little card, it doesn’t need to be a wallet card, ’cause you don’t have 
a wallet when you’re in the hospital. This thing… this Ontario-style 
thing is hanging on a bulletin board, and this Alberta-style 
pamphlet is there for you to pick up if you want to read it. 
*** 
Jacob: More of a package, ’cause then you have the official form 
and then some supporting information. Yeah. I think that would be 
the best approach. 
Using several formats would allow patients to see the information in an 
approachable, reader-friendly pamphlet, as well as the authoritative-looking 
Form 13: 
Ben: I like the idea of the pamphlet and the card, because they’re 
less intimidating, like, less official, and a lot of patients, you know, 
distrust authority, right? […] And even… even present this 
[pamphlet] at first and then present the government form while 
stabilized in hospital to kind of, um, provide some… some official 
kind of, you know, feel to the rights so that they kind of seem stable 
and grounded or… Um, but, yeah, so I think this is good as the 
initial kind of a contact, and maybe the card and the government 
form later on. 
4.3  Limitations of this study 
Despite my efforts to reach older populations through organizations that serve 
seniors with mental illness, such as the MPA Society’s Byron House and the 
Sanford Housing Society’s Smith Yuen Apartments, the age of the oldest 
 121 
participant in this round of user testing was 57 years (see section 3.3.4 for a 
description of my sample). As shown in section 1.3.1, in the 2015/2016 fiscal year, 
there were 2,418 involuntary admissions of people over the age of 60, 
representing 12.1% of the 20,008 total involuntary admissions (BCMH 2017). 
This population of older British Columbians was completely unrepresented in my 
sample and may have different communication needs. A related limitation is that 
my sample didn’t have representation from someone with an organic disorder 
like Alzheimer’s disease or Parkinson’s disease. 
Women outnumbered men in my sample by a ratio of 2:1, although data from the 
Ministry of Health shows that more men than women were involuntarily 
hospitalized in the 2015/2016 fiscal year (BCMH 2017). However, in my data 
analysis I detected no gender-based differences in themes. 
Because I recruited mostly with written ads and posters in English, I may not 
have reached many people with lower English literacy who may have 
unaddressed communication needs. 
One participant was an inpatient on a pass permitting a short-term leave from 
the hospital, and one participant was on extended leave. All of the other 
participants had been certified in the past. Although many were able to recall 
their experiences of hospitalization, user testing the documents in situ, with 
people currently admitted to hospital under the Mental Health Act, may have 
uncovered more of the issues related to the comprehensibility and 
appropriateness of the documents when people were most ill and possibly 
cognitively compromised. However, difficulties in accessing hospital sites and the 
fact that I’m not qualified to assess competency to consent limited my approach. 
4.4  Summary of major themes 
This phase of user testing yielded the following major themes: 
• Participants suggested presenting patients with information in multiple 
formats so that they could accommodate different learning styles and so 
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that patients would have several opportunities to hear about their rights. 
Most of them particularly liked the idea of offering the information as a 
video, in addition to print materials. Of the print materials, participants 
preferred pamphlets and cards to forms or Ontario’s multi-page document. 
Colour and visuals made documents feel friendlier and more approachable, 
but imagery would have to strike a balance of offering a genuine depiction 
of the experience of certification while not showing a person in too much 
distress. 
• Language should be empowering and patient centred. Language centred 
on the institution or on the health care practitioners made participants feel 
as though providing the rights information was merely a procedural 
obligation. Legal or bureaucratic language especially contributed to a 
general disempowering tone. 
• The information should not only name the rights but give patients 
guidance on how to exercise those rights. Participants wanted contact 
information for legal and advocacy services and clarity about which 
services would cost money. 
• Participants identified the reasons for hospitalization as the most 
important information for patients to know. The rights-information 
materials can provide only the generic reasons in the form of the four 
certification criteria. Involuntary patients would have to request their 
medical certificates to see the reasons specific to their situation. Still, 
participants’ comments underscored the importance of expressing the four 
criteria as clearly as possible. 
• Participants also wanted (a) greater clarity about the certification and 
renewal periods, (b) an explanation of what a review panel hearing 
involves, and (c) clarity about the differences between the various ways 
they could challenge their certification or their treatment plan. 
• Many participants wanted to receive information from a trustworthy but 
disinterested third party. 
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• Finally, participants pointed out that improving the communication tools 
alone would not be enough. A cultural shift in the way clinicians interact 
with involuntary patients would also have to occur for involuntary patients 
to feel more supported and empowered. I explore this theme in more 
detail in Chapter 6. 
These themes would inform the patient co-created suite of alternative rights-
information materials discussed in Chapter 5. 
Figure 4.1: Page 1 of Form 13 annotated with participants’ quotes 
Figure 4.2: Page 2 of Form 13 annotated with participants’ quotes  
 
 124 
5  Results—co-creating and user testing a new 
suite of rights materials 
Life is just so difficult at that point, you’re just… 
you… you can’t fight through the difficulties of 
understanding simple things very easily, so it’s really 
helpful to present things in a way like this [pamphlet], 
you know. This kind of a form [Form 13] just doesn’t 
help… You just want… it just makes you want to give 
up. Like, forget it. […] Honestly, it does. But this kind 
of stuff is like, “Oh, maybe, yeah, maybe it’s not so 
bad.” —Shane 
The feedback from participants who user tested Form 13 (see Chapter 4) 
informed the creation of a new suite of Mental Health Act rights-communication 
tools by my patient-oriented research team. 
As detailed in the methods described in section 3.4, at our team’s first meeting, 
we discussed the project objectives. After reviewing feedback from Form 13 user 
testing and brainstorming possible approaches to giving patients rights 
information, our team decided that our suite of communication tools would 
consist of the following: 
• a pamphlet, 
• a video, 
• a wallet card, and 
• a poster. 
To create these tools, our team took the following approach: 
1. I worked with our patient partners, J. Wang and Andrew Woods, to 
develop an outline for the materials using (a) Form 13, (b) feedback from 
Form 13 user testing, and (c) rights materials from other jurisdictions (see 
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section 4.2)—particularly the well-received animated video from Mind UK 
(2016)—as inspiration. 
2. Andrew wrote a first draft based on the outline. 
3. I used my training as a Certified Professional Editor to apply plain-
language principles (Stephens 2010) to the text. 
4. (a) J. Wang reviewed the text from the patient’s perspective, (b) our 
clinical nurse educator, Vanessa Bland, reviewed the text to ensure that it 
would be appropriate in a typical clinical workflow for patients in hospital, 
and (c) legal reviewer Laura Johnston read the text for legal accuracy. 
5. Once the text was approved by consensus, I laid out and designed the 
materials for testing, again using plain-language and clear-communication 
principles (Stephens 2010). 
I user tested these tools over three rounds with 16 people who had experienced 
involuntary hospitalization in BC, with methods described in sections 3.4.4 to 
3.4.9. The first two rounds had five participants each, and the third round had six. 
This chapter presents the results from that user testing, interspersed with a 
description of how participants’ comments steered the revision and evolution of 
the communication tools. 
Though beyond the scope of this dissertation, our patient-oriented research team 
also aimed to implement these tools in psychiatric facilities across the province. 
Part of this implementation involved developing a training program to introduce 
these tools, along with context for our project, to clinicians who give rights 
information to involuntary patients. Although I discuss these efforts only briefly 
in section 7.4 of the conclusion to this dissertation, in this chapter I note 
instances where participants’ comments were relevant to the development of the 
training. 
My discussion in this chapter focuses on themes directly relating to the new suite 
of rights-communication tools. In the course of the interviews, the participants 
also spoke about their experiences in hospital and gave their opinions about the 
rights-information process. I explore those themes separately, in Chapter 6. 
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Participants’ names in this chapter are pseudonyms I assigned. I refer to 
members of my patient-oriented research team by their real names, with their 
permission. Where I use the first-person plural—we, us, or our—I’m referring to 
our team collectively. 
5.1  Comments on the rights materials 
5.1.1 Pamphlet 
The pamphlet is the most comprehensive of all of the rights-communication 
materials we created, and much of the participant feedback on the pamphlet 
content also applied to other materials in the suite of communication tools, which 
is why I present it here first. To see the pamphlet as it evolved through the three 
rounds of testing, refer to section 5.1.1.4. 
5.1.1.1 Format 
Participants had little to say about the pamphlet as a format itself. Based on my 
observations, all of the participants seemed to read the panels in the order we had 
intended. 
5.1.1.2 Language and content 
Participants who had user tested Form 13 identified the form’s legal language as a 
major barrier to understanding (see section 4.1.2). Not only was some of the 
terminology, like habeas corpus, unfamiliar, but participants also found the 
document’s bureaucratic language intimidating and unfriendly. 
Although readability formulas offer an incomplete picture of a document’s 
comprehensibility (Schriver 2000), our pamphlet has a Flesch-Kincaid grade 
level of 7.3, down from Form 13’s overall grade level of 10.4 (see section 2.3.4) 
and closer to the recommended grade level of 8 for material for the general public 
(Cotugna, Vickery, and Carpenter-Haefele 2005). 
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Most participants who user tested our new suite of rights-communication tools 
said that the language level and vocabulary choices were appropriate and easy to 
understand: 
Robert: It’s actually well written. This stuff is, uh, you know, bold 
and it’s clear. It’s concise. I’m speaking… I guess, professionally, I 
was a schoolteacher, so you know what, this is something that most 
people can understand. […] I’ll tell you what was really easy, and I 
thought they did it nicely, was the four criteria. […] The language is 
not esoteric. It’s common language to anybody who spoke English, 
of course, would understand it. It wasn’t… it wasn’t, you know, 
jargon laced or esoteric. 
*** 
Lana: I think the language is fairly, like, it’s not too complex in 
terms of, like, vocabulary choice. 
*** 
Monica: I feel like I… like, this does a really good job of kind of 
breaking down the language that’s, like, on here [Form 13] a little 
bit more. 
One participant, Wendall, said, “This still has a lot of jargon” and suggested 
simplifying the language even more, like using “ask for” instead of “request,” and 
further breaking down narrative paragraphs into bullet points wherever possible. 
We revised the final pamphlet to incorporate these suggestions as much as 
possible, given the constraints of the content we wanted to include and the space 
limitations of the medium. 
Our legal reviewer had questioned whether it was appropriate to include the 
sentence “You may feel scared, confused, or angry” in the text, saying that 
different patients have different reactions, and it may not help to presume what 
those reactions might be. That sentence was added by our patient partners, both 
of whom said it reflected how they felt about their hospitalization. Feedback from 
user testing suggested that sentence should stay: 
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Yevhen: I like how, you know, there’s some… you know, there’s a 
paragraph in here that shows, like, empathy. “You may feel scared, 
confused, or angry.” Like, I… for some reason I think that that’s, 
like, valuable. I’m really glad you guys have that, like, in there. […] 
That conveys some sense of understanding of what the person may 
be going through, which is probably pretty important. 
*** 
Helen: I mean you’re never gonna get that sort of assurance from, 
like, a basic legal form, but it’s nice to be told that you have rights 
and it’s nice to have the acknowledgement that having limitations 
being placed on you will… there will be negative feelings around it. 
Other suggestions for changes to the pamphlet content could largely apply to the 
other materials in the suite as well, and they included: 
• explicitly stating that the materials referred to BC’s Mental Health Act, 
because different provinces and territories have different mental health 
legislation, 
• adding the hours the phone numbers provided would be available, and 
• explaining the differences between Forms 4 and 6—the initial medical 
certificate and the renewal certificate, respectively—instead of calling them 
both “certificates.” 
5.1.1.3 Layout and design 
5.1.1.3.1 Illustrations 
The final pamphlet has an illustration on the front, featuring a physician 
speaking with a patient in hospital, and an illustration on the inside, showing a 
review panel hearing. These illustrations were taken from the rights video, 
illustrated by artist Jonathon Dalton (see section 5.1.4). 
By including illustrations, we aimed to make the materials more approachable 
and to unify the look of our suite of tools so that clinicians and patients would 
understand that the video, pamphlet, and posters were all created by the same 
source and provided internally consistent information. Form 13 user testing had 
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found that participants wanted more information about what a review panel 
hearing would entail, and we felt that an illustration of a review panel scene 
would efficiently give patients a general idea of the hearing format without 
requiring a long textual explanation. 
One of our participants said he thought the illustrations on the pamphlet were 
unnecessary, though he didn’t articulate a specific reason for his opinion. But 
several participants said that the illustrations helped make the pamphlet more 
approachable by depicting the hospital scenarios in non-threatening ways: 
Robert: I just have one little quick thing. These little pictures? Like 
you say, you’re gonna make them… Those are good. They tend to 
make it friendlier. You know, you see somebody talking with 
somebody. It just takes a bit of that fear out of it. You know what I 
mean? So I think that those are good, too, for whatever… You know 
it… it also gives you a context. Somebody’s a little nervous. OK? 
We’re just sitting here talking. That’s all stuff that gets registered. 
*** 
Diane: I like the illustrations, actually, being as simple as they are. 
[…] Yeah, the sketches are nice. 
*** 
Shane: The colours, the illustrations, the information is presented 
in a much more comforting way. That’s my initial comment. 
5.1.1.3.2 Colour 
Adding colour was one of the main requests from participants who user tested 
Form 13 and the rights-information materials from other jurisdictions. They 
suggested that colour would make the information more inviting to read. 
The patient partners and I discussed options for colours. One of them felt that 
bright colours like red may be trigger anxiety in some people, and both advocated 
calmer, subdued colours. From a usability perspective, black type on a light 
background is easier to read than reverse type (white on a dark background) 
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(Buchner and Baumgartner 2007), so we chose to use black text on a coloured 
background light enough to provide enough contrast. 
The colours we chose—a light green and a light blue—provoked mixed reactions. 
Some thought they were too much like common colours in hospital units and 
wouldn’t stand out enough to interest patients: 
Monica: The colours are a little bit pale, which, kind of like, 
everything on units tends to be a little bit pale, right, so it all blends 
into the wall a bit. 
*** 
Jordan: I would go for higher contrast on the poster. Because, 
knowing colour schemes in hospitals, that’s going to melt into the 
walls. 
*** 
Michelle: Maybe try playing with a different colour scheme. These 
are colours that you see in the hospitals all the time. It is not as 
modern as it could be. 
In contrast, several participants liked the colours as they were, with some saying 
that they found the colours comforting. 
Ian: I like the colour. 
*** 
Deborah: OK. I like this, I like the colours, I like the layout of the 
front. 
*** 
Shane: Are these colours just randomly chosen, or are these, like, 
scientifically proven to give you comfort or something? ’Cause they 
do. […] If I were to fall on one side of the fence, yeah, a green… this 
is kind of a traditional scrub kind of a colour—well, they both are, 
really—but it does give you comfort as opposed to looking at a 
black-and-white Form 13 that’s very difficult to understand. This is 
very soothing to my mind. So that would be my comment on that. 
But, yeah, that’s great. 
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In the end, we chose to keep the colours as they were for the pamphlet and card, 
but used a slightly darker version of the same hues for the poster because the 
participants’ comments raised the usability concern that the poster would not be 
noticeable on a similarly coloured wall. Other comments about colour tended to 
reflect individual aesthetic preferences rather than usability, and because we 
wouldn’t be able to accommodate the variability of such preferences among 
patients, we chose not to make further changes to the colour palette. 
5.1.1.3.3 Timeline 
Many participants who user tested Form 13 found the description of certification 
and renewal periods confusing, with some identifying that section of the form as 
the hardest information to understand (see section 4.1.2). Because certifications 
and renewal certificates occur in a specific linear sequence (see section 2.3.2.2), 
we chose to represent them graphically in a timeline (Ribecca, n.d.) to see if it 
would be easier to understand than the textual description in Form 13. 
The timeline proved to be the most polarizing feature in our rights-
communication tools. At the time of testing, the timeline looked as shown in 
Figure 5.1. 
Figure 5.1: Certification period timeline diagram used in user-tested 
materials 
 
Most of the participants liked that it was clearly presented, and some mentioned 
that it was the element in the materials they found easiest to understand: 
Monica: I like the certification-period little diagram. I think that 
makes things really clear. 
*** 
Ian: Yeah, I like how the certification periods is shown. ’Cause I 
















IC: What information was the easiest to understand? 
Lana: I think the timeline of the certificate. I think it’s really well 
presented there in the timeline manner. Like, I think that was the 
clearest. 
*** 
Helen: The timeline for the certification periods is way easier to 
understand [compared with Form 13]. 
*** 
Jordan: Yeah, the timeline is good. That’s a good idea. 
*** 
Wendall: You have that very good timeline here—I didn’t know 
that they [physicians] had to check again and again [that the person 
met the certification criteria], so that was something new I’ve 
learned. 
*** 
Éloise: I like the timeline. I think that’s cool. I didn’t know this… 
this was a thing. 
However, three participants had strong negative reactions to the timeline, saying 
that seeing the possibility of an extended hospital stay of three or six months 
might provoke fear and anxiety, particularly among patients certified for the first 
time. 
Roger: I don’t know if a person going into hospital for the first 
time, um, and he was maybe just been admitted, wants to see a 
recertification period extending up to six months. They’re gonna be, 
like, scared and feeling trapped. It could trigger them, right? […] It 
could be almost devastating for some people, I would think, to see 
that timeline. 
*** 
Michelle: Yeah, the only thing that I would mention right off the 
bat—and I think this would go for the video as well—is that timeline 
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from, you know first date to six months. From when I stayed in the 
hospital, both were pretty extended stays. The most I stayed was 
maybe a little over three months, and that was a very long time in 
terms of hospital standards. I saw a lot of different patients rotate 
out. And so when you’re first showing them this timeline, if this is 
their first stay in the hospital, or if they have… or if they’re a little 
bit concerned, and their anxiety is up with how long they’re going to 
be stuck there, […] they might get a feeling that their stay is going to 
be longer than it actually is, and that might cause a little bit of 
anxiety with them. 
*** 
Deborah: The certificate process? Renewed, 48 hours, renewed, 
and then a month, and then could go on forever if you… So that was 
very clearly explained, but it was scary. Like, if it were me, like, 
again, vulnerable and scared and just in the hospital, that would 
scare the bejesus out of me. I’m not entirely sure… You… you might 
want to back off on the unendingness of that. Like, even your visual 
for it, you could maybe say that it goes on, but the visual maybe 
needs to be just sort of up to three months, because I don’t think 
more than that… someone who has just been hospitalized, if they 
see that six months, more and more and more? Mmm, I think it 
would freak me out if I saw it. 
Our team decided to keep a version of the timeline, because so many had reacted 
positively to it. But in response to the negative user feedback, we revised the 
timeline to show fewer six-month certification periods and used blocks rather 
than a line that extended to infinity (see Figure 5.2). 
Figure 5.2: Certification period timeline diagram used in final rights 
materials 
 
Technically, the one-month period after the second certificate is counted from 
initial admission and thus includes the first 48-hour period as well (see 
section 2.3.2.2), but because representing this overlap visually would have led to 
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potentially confusing clutter, our team chose to use this cleaner, albeit simplified, 
representation. 
Our team also agreed that we should draw attention to the timeline when training 
clinicians about our materials so that they would know to put it into context for 
patients in a way that minimizes anxiety. 
5.1.1.4 Evolution 
This section shows how the pamphlet changed over the three rounds of user 
testing as we revised it based on participants’ comments and the team’s 
discussions. 
Figure 5.3 and Figure 5.4 show the two sides of the tri-fold pamphlet (11 inches 
wide by 8.5 inches tall unfolded) used for round 1 of user testing. 






You have the right to request a second 
medical opinion
If you don’t agree with your medical treatment, 
you can ask for a second opinion from another 
doctor. Ask a nurse to help you fill out Form 11 to 
request a second opinion.
You can choose any doctor licenced to practise 
in BC to examine you, but you may have to pay 
for their travel costs if they have to come in from 
another health region.
Be aware that the second opinion is just that—an 
opinion—and your treatment team is not required 
to follow its recommendations.
You have the right to a lawyer
A lawyer can help you challenge your certification 
by asking a judge to review your case. If you 
choose to challenge your certification in this way, 
you may be responsible for paying the lawyer’s 
fee and court costs.
If you can’t afford a lawyer, you may still be able 
to get 30 minutes of free legal advice over the 
phone through an organization called Access Pro 
Bono: 
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
What happens when I leave the 
hospital?
You may be discharged, which means you are 
completely free to go, or you may be placed on 
extended leave, which means you can live out 
in the community but will still have to follow 
conditions, like visiting a mental health team and 
taking psychiatric medications.
You have the right to know if you are being 
discharged or placed on extended leave. You have 
all of the same rights on extended leave as you 
do in the hospital, including the right to request a 
review panel hearing.
What if I am unhappy about  
my care?
If you have complaints about the way you have 








The Office of the Ombudsperson is an 
independent body that investigates public 
institutions, like the hospital. 
If you have questions about your rights, talk 
to a nurse or a mental health team member to 
learn more.
This pamphlet was created by the Mental Health Act Rights 
Advice (MHARA) research team (www.URLtocome.ca) and is 
made available through a Creative Commons Attribution-
NonCommerical (CC BY-NC) licence.
What you can do if you are 
certified as an involuntary patient
 135 
Figure 5.4: Interior of the pamphlet used in round 1 of user testing 
 
Figure 5.5 and Figure 5.6 show the two sides of the tri-fold pamphlet used for 
round 2 of user testing. We have added: 
• clarification that the medical certificate is Form 4 and renewal certificate is 
Form 6, 
• hours that the legal and advocacy services listed are available, and 
• a reference to Form 13 as a source of rights information, along with a 
sentence to explain that a nurse would ask the patient to sign Form 13 to 
confirm that they had been told their rights. A clinical nurse educator who 
worked with the nurse on our team, Vanessa, had suggested this last 
addition as a way of reducing patients’ anxiety about the consequences of 
signing Form 13 (see section 4.1.4.3). 
What does it mean to be certified 
under the Mental Health Act?
The Mental Health Act is a provincial law that sets 
out the rules for when a person can be kept in the 
hospital against their will. According to that law, 
you can be certified as an involuntary patient only 
if a doctor has examined you and believes you 
meet all four of these criteria:
1. your ability to react to your environment and 
associate with others is seriously impaired 
because of a mental disorder,
2. you need psychiatric treatment, 
3. you need care, supervision, and control to 
prevent your substantial deterioration or to 
protect you or others, and
4. you cannot be admitted as a voluntary patient.
If you’ve been certified, you may feel scared, 
confused, or angry, especially if you aren’t sure 
what your rights are.
You can’t leave the hospital without your doctor’s 
permission, and you may receive treatment 
against your wishes, but you don’t lose all your 
rights.
How long do I have stay in the 
hospital?
That depends on how many certificates have been 
completed. One certificate lets your treatment 
team to keep you in hospital for up to 48 hours. 
If a second certificate is completed, you may have 
to stay for up to 1 month. You may be discharged 
earlier if the doctor treating you feels you no 
longer have to be hospitalized.
On the other hand, if the doctor believes you still 
meet the criteria after a month, they can renew 
your certification, first for 1 month, then for 
3 months, then for periods of 6 months. 
During each of these certification periods, you 
have the right to:
• be told what your rights are,
• be examined by a doctor to see if you still 
meet the criteria for certification,
• request a review panel hearing, and
• request a second medical opinion.
What rights do I have if I am 
certified?
You have the right to know where you are
Ask a nurse if you need to know the name and 
address of the hospital.
You have the right to know why you have 
been certified
The doctor must write the reasons for your 
hospitalization on your certificate (Form 4 or Form 
6). You have the right to know what is on your 
certificate.
You have the right to request a review 
panel hearing
If you don’t agree with the doctor’s decision 
to certify you, you can challenge your 
hospitalization. One way is to ask for a hearing 
with a review panel.
A review panel is independent of the hospital and 
includes:
• a lawyer,
• a doctor who is not on your treatment team, and
• a member of the community.
They will hear your case and decide if you meet 
the criteria for hospitalization. If they feel that you 
don’t, you will be discharged. If they feel that you 
do, you will have to stay in the hospital.
You have the right to have an advocate or lawyer 
represent you and help you prepare and present 
your case to the review panel.
You can call witnesses to testify on your behalf. 
You can ask the review panel if you can bring 
someone to support you, but it is up to the chair 
of the panel to decide if this will be permitted.
If you want to apply for a review panel hearing, 
ask a nurse to help you fill out Form 7. Once 
you have a hearing scheduled, if you need help 
finding someone to represent you, you can call 
the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
They will provide a representative at no cost.
If you decide to cancel your review panel hearing, 
you will not be able to apply again until the next 
certification period.











The image on the back of the pamphlet was removed to accommodate the 
additional text. 






You have the right to request a second 
medical opinion
If you don’t agree with your medical treatment, 
you can ask for a second opinion from another 
doctor. Ask a nurse to help you fill out Form 11 to 
request a second opinion.
You can choose any doctor licenced to practise in 
BC to examine you, but you may have to pay for 
their travel costs.
Be aware that the second opinion is just an 
opinion, and your treatment team is not required 
to follow its recommendations.
You have the right to a lawyer
A lawyer can help you challenge your certification 
by asking a judge to review your case. If you 
choose to challenge your certification in this way, 
you may be responsible for paying the lawyer’s 
fee and court costs.
If you can’t afford a lawyer, you may still be able 
to get 30 minutes of free legal advice over the 
phone through an organization called Access Pro 
Bono: 
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
10 am–4 pm, Monday to Friday
What happens when I leave the 
hospital?
You may be discharged, which means you are 
completely free to go, or you may be placed on 
extended leave, which means you can live out 
in the community but you will still be certified 
and will have to follow conditions, like visiting 
a mental health team and taking psychiatric 
medications.
You have the right to know if you are being 
discharged or placed on extended leave. You have 
all of the same rights on extended leave as you 
do in the hospital, including the right to request a 
review panel hearing.
What if I am unhappy about  
my care?
If you have complaints about the way you have 








The Office of the Ombudsperson is an 
independent body that investigates public 
institutions, like the hospital. 
Where can I get more 
information about my rights?
You can read a summary of your rights on Form 13. 
A nurse will ask you to sign that form to show that 
someone has told you about your rights.
If you have questions about your rights, talk 
to a nurse or a mental health team member to 
learn more.
This pamphlet was created by the Mental Health Act Rights Advice 
(MHARA) research team (www.bcmentalhealthrights.ca) and is made 
available through a Creative Commons Attribution-NonCommerical (CC 
BY-NC) licence. Funding for this research was provided by
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Figure 5.6: Interior of the pamphlet used in round 2 of user testing 
 
Figure 5.7 and Figure 5.8 show the two sides of the tri-fold pamphlet used for 
round 3 of user testing. At this point the illustrator had finished some of the final 
colour images, which were added to the pamphlet. The headings for each right 
were made more prominent, as suggested by a participant. 
What does it mean to be certified 
under the Mental Health Act?
The Mental Health Act is a provincial law that sets 
out the rules for when a person can be kept in the 
hospital against their will. According to that law, 
you can be certified as an involuntary patient only 
if a doctor has examined you and believes you 
meet all four of these criteria:
1. your ability to react to your environment and 
associate with others is seriously impaired 
because of a mental disorder,
2. you need psychiatric treatment, 
3. you need care, supervision, and control to 
protect you or others, or to prevent you from 
deteriorating substantially, either mentally or 
physically, and
4. you cannot be admitted as a voluntary patient.
If you’ve been certified, you may feel scared, 
confused, or angry, especially if you aren’t sure 
what your rights are.
You can’t leave the hospital without your doctor’s 
permission, and you may receive treatment (which 
may include medication) against your wishes, but 
you don’t lose all your rights.
How long do I have stay in the 
hospital?
That depends on how many certificates have been 
completed. One certificate lets your doctor keep 
you in hospital for up to 48 hours. If a second 
certificate is completed, you may have to stay for 
up to 1 month. 
If the doctor believes you still meet the criteria 
after a month, they can renew your certification, 
first for 1 month, then for 3 months, then for 
periods of 6 months. 
During each of these certification periods, you 
have the right to:
• be told what your rights are,
• be examined by a doctor to see if you still 
meet the criteria for certification,
• request a review panel hearing, and
• request a second medical opinion.
You may be discharged earlier if the doctor feels 
you no longer have to be hospitalized.
What rights do I have if I am 
certified?
You have the right to know where you are
Ask a nurse if you need to know the name and 
address of the hospital.
You have the right to know why you have 
been certified
The doctor must write the reasons for your 
hospitalization on your medical certificate 
(Form 4) or, if your certification has been 
renewed, on your renewal certificate (Form 6). You 
have the right to know what is on your certificate.
You have the right to request a review 
panel hearing
If you don’t agree with the doctor’s decision 
to certify you, you can challenge your 
hospitalization. One way is to ask for a hearing 
with a review panel.
A review panel is independent of the hospital and 
includes:
• a lawyer,
• a doctor who is not on your treatment team, and
• a member of the community.
They will hear your case and decide if you meet 
the criteria for hospitalization. If they decide that 
you don’t, you will be discharged. If they decide 
that you do, you will have to stay in the hospital.
You have the right to have an advocate or lawyer 
represent you and help you prepare and present 
your case to the review panel.
You can call witnesses to testify on your behalf. 
You can ask the review panel if you can bring 
someone to support you, but it is up to the chair 
of the panel to decide if this will be permitted.
To apply for a review panel hearing, ask a nurse 
to help you fill out Form 7. If you are in a 
1-month certification period, your hearing will be 
scheduled within 14 days from when you apply.
Once you have a hearing scheduled, if you need 
help finding someone to represent you, you can 
call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
10 am–noon & 1:30 pm–4:30 pm, Monday to Friday 
They will provide a representative at no cost.
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➣ You have the right to request a 
second medical opinion
If you don’t agree with your medical treatment, 
you can ask for a second opinion from another 
doctor. Ask a nurse to help you fill out Form 11 to 
request a second opinion.
You can choose any doctor licenced to practise in 
BC to examine you, but you may have to pay for 
their travel costs.
Be aware that the second opinion is just an 
opinion, and your treatment team is not required 
to follow its recommendations.
➣ You have the right to a lawyer
A lawyer can help you challenge your certification 
by asking a judge to review your case. If you 
choose to challenge your certification in this way, 
you may be responsible for paying the lawyer’s 
fee and court costs.
If you can’t afford a lawyer, you may still be 
able to get 30 minutes of free legal advice 
over the phone through an organization called 
Access Pro Bono: 
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
10 am–4 pm, Monday to Friday
What happens when I leave the 
hospital?
You may be discharged, which means you are 
completely free to go, or you may be placed on 
extended leave, which means you can live out 
in the community but you will still be certified 
and will have to follow conditions, like visiting 
a mental health team and taking psychiatric 
medications.
You have the right to know if you are being 
discharged or placed on extended leave. You have 
all of the same rights on extended leave as you 
do in the hospital, including the right to request a 
review panel hearing.
What if I am unhappy about  
my care?
If you have complaints about the way you have 








The Office of the Ombudsperson is an 
independent body that investigates public 
institutions, like the hospital. 
Where can I get more 
information about my rights?
You can read a summary of your rights on Form 13. 
A nurse will ask you to sign that form to show that 
someone has told you about your rights.
If you have questions about your rights, talk 
to a nurse or a mental health team member to 
learn more.
This pamphlet was created by the Mental Health Act Rights 
Advice (MHARA) research team (www.bcmentalhealthrights.ca) 
and is made available through a Creative Commons Attribution-
NonCommerical (CC BY-NC) licence. Funding for this research was 
provided by
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Figure 5.8: Interior of the pamphlet used in round 3 of user testing 
 
Figure 5.9 and Figure 5.10 show the final pamphlet after incorporating changes 
from 
• the third round of user testing, 
• a final legal review, and 
• a plain-language review and proofread by an external professional editor. 
We fixed typos, removed possibly legally problematic or misleading language 
about the cost of representation, and simplified the language further—for 
example, using “ask for” instead of “request,” and breaking narrative paragraphs 
into bulleted lists wherever possible. We also changed the illustration in the 
pamphlet’s interior to show friendlier faces and inserted a revised timeline (see 
section 5.1.1.3.3). 
What does it mean to be certified 
under BC’s Mental Health Act?
The Mental Health Act is the provincial law that 
sets out the rules for when a person can be kept 
in the hospital against their will. According to that 
law, you can be certified as an involuntary patient 
only if a doctor has examined you and believes 
you meet all four of these criteria:
1. your ability to react to your environment and 
associate with others is seriously impaired 
because of a mental disorder,
2. you need psychiatric treatment, 
3. you need care, supervision, and control to 
protect you or others, or to prevent you from 
deteriorating substantially, either mentally or 
physically, and
4. you cannot be admitted as a voluntary patient.
If you’ve been certified, you may feel scared, 
confused, or angry, especially if you aren’t sure 
what your rights are.
You can’t leave the hospital without your doctor’s 
permission, and you may receive treatment (which 
may include medication) against your wishes, but 
you don’t lose all your rights.
How long do I have stay in the 
hospital?
That depends on how many certificates have been 
completed. One certificate lets your doctor keep 
you in hospital for up to 48 hours. If a second 
certificate is completed, you may have to stay for 
up to 1 month. 
If the doctor believes you still meet the criteria 
after a month, they can renew your certification, 
first for 1 month, then for 3 months, then for 
periods of 6 months. 
During each of these certification periods, you 
have the right to:
• be told what your rights are,
• be examined by a doctor to see if you still 
meet the criteria for certification,
• request a review panel hearing, and
• request a second medical opinion.
If, at any point, the doctor believes you no longer 
meet the criteria, you will be decertified.
What rights do I have if I am 
certified?
➣ You have the right to know where 
you are
Ask a nurse if you need to know the name and 
address of the hospital.
➣ You have the right to know why you 
have been certified
The doctor must write the reasons for your 
hospitalization on your medical certificate 
(Form 4) or, if your certification has been 
renewed, on your renewal certificate (Form 6). You 
have the right to know what is on your certificate.
➣ You have the right to request a 
review panel hearing
If you don’t agree with the doctor’s decision 
to certify you, you can challenge your 
hospitalization. One way is to ask for a hearing 
with a review panel.
A review panel is independent of the hospital and 
includes:
• a lawyer,
• a doctor who is not on your treatment team, and
• a member of the community.
They will hear your case and decide if you meet 
the criteria for hospitalization. If they decide that 
you don’t, you will be decertified. If they decide 
that you do, you will have to stay in the hospital.
To apply for a review panel hearing, ask a nurse 
to help you fill out Form 7. If you are in a 
1-month certification period, your hearing will be 
scheduled within 14 days from when you apply. 
You have the right to have an advocate or lawyer 
represent you and help you prepare and present 
your case to the review panel.
You can call witnesses to testify on your behalf. 
You can ask the review panel if you can bring 
someone to support you, but it is up to the chair 
of the panel to decide if this will be permitted. 
Once you have a hearing scheduled, if you need 
help finding an advocate or lawyer to represent 
you, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
10 am–noon & 1:30 pm–4:30 pm, Monday to Friday 
They will provide a representative at no cost.
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➣ You have the right to ask for a 
second medical opinion
If you don’t agree with your psychiatric treatment, 
you can ask for a second opinion from another 
doctor. To do this, ask a nurse to help you fill out 
Form 11.
You can choose any doctor licensed to practise in 
BC to examine you, but you may have to pay for 
their travel costs.
Be aware that the second opinion is just an 
opinion, and your treatment team doesn’t have to 
follow the other doctor’s recommendations.
➣ You have the right to speak with 
a lawyer
A lawyer can help you challenge your certification 
by asking a judge to review your case. You may 
have to pay the lawyer’s fee and court costs.
A lawyer can also give you legal advice about your 
rights as a certified patient. If you can’t afford a lawyer, 
Access Pro Bono offers 30 minutes of free legal advice 
over the phone. Call to make an appointment: 
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
10 am–4 pm, Monday to Friday
What happens when I leave the 
hospital?
You may either:
• be discharged and be free to go, or 
• be placed on extended leave.
Being on extended leave means you can live out 
in the community, but you will still be certified and 
will have to follow conditions, like visiting a mental 
health team and taking psychiatric medications.
You have the right to know if you’re being discharged 
or placed on extended leave. You have all of the same 
rights on extended leave as you do in the hospital, 
including the right to ask for a review panel hearing.
What if I’m unhappy about  
my care?
If you have complaints about the way you’ve 








The Office of the Ombudsperson is an 
independent body that investigates public 
institutions, like the hospital. 
Where can I get more 
information about my rights?
Read a summary of your rights on Form 13. A 
nurse will ask you to sign that form to show that 
someone has told you about your rights.
If you’d like a family member or friend to help you 
with your rights, you can ask a nurse to give them 
rights information. 
If you have questions about your rights, talk 
to a nurse or a mental health team member to 
learn more.
What you can do if you’re certified 
as an involuntary patient
This pamphlet was created by the Mental Health Act Rights Advice 




Figure 5.10: Interior of the final pamphlet 
 
5.1.1.5 Comparison with Form 13 
All participants except for one preferred the pamphlet over Form 13. They said 
the pamphlet was friendlier because it looked less like a legal document than 
Form 13, the information was useful and conveyed what they would have wanted 
to know, and the content was presented more clearly than in Form 13: 
Roger: This [Form 13] looks much more like a legal document, 
whereas this [pamphlet] looks like a self-help kind of… something 
you would use to help yourself. […] This just looks more friendly, 
and when you’re already feeling maybe stigmatized, something that 
looks… in heavy legal print is not going to be as inviting or… it’s not 
going to encourage people to read it. 
*** 
What does it mean to be certified 
under BC’s Mental Health Act?
The Mental Health Act is the law that sets out the 
rules for when a person can be kept in the hospital 
against their will. 
That law says that you can be certified as an 
involuntary patient only if a doctor has examined 
you and believes you meet all four of these criteria:
1. your ability to react to your environment and 
associate with others is seriously impaired 
because of a mental disorder,
2. you need psychiatric treatment, 
3. you need care, supervision, and control:
• to protect you or others, or 
• to prevent you from deteriorating substantially, 
either mentally or physically, and
4. you can’t be admitted as a voluntary patient.
If you’ve been certified, you may feel scared, 
confused, or angry, especially if you aren’t sure 
what your rights are.
When you’re certified:
• you can’t leave the hospital without your 
doctor’s permission, and
• you can’t refuse psychiatric treatment, including 
medication.
But you can still talk to your doctor about your 
treatment, and you don’t lose all your rights.
How long do I have to stay in the 
hospital?
That depends on how many certificates have been 
completed. One certificate lets your doctor keep you 
in hospital for up to 48 hours. If a second certificate is 
completed, you may have to stay for up to 1 month. 
If, at any point, the doctor believes you no longer 
meet the criteria, you will be decertified. 
If the doctor believes you still meet the criteria 
after a month, they can renew your certification, 
first for 1 month, then for 3 months, then for 
periods of 6 months.
During each of these certification periods, you 
have the right to:
• be told what your rights are,
• be examined by a doctor to see if you still meet 
the criteria for certification,
• ask for a review panel hearing, and
• ask for a second medical opinion.
What rights do I have if I’m 
certified?
➣ You have the right to know where 
you are
Ask a nurse if you need to know the name and 
address of the hospital.
➣ You have the right to know why 
you’ve been certified
The doctor must write the reasons for your 
hospitalization on your medical certificate 
(Form 4) or, if your certification has been renewed, 
on your renewal certificate (Form 6). You have the 
right to know what is on your certificate.
➣ You have the right to ask for a 
review panel hearing
If you don’t agree with the doctor’s decision to 
certify you, you can challenge your hospitalization. 
One way is to ask for a hearing with a review 
panel. There is no cost for a hearing.
A review panel is independent of the hospital and 
includes:
• a lawyer,
• a doctor who isn’t on your treatment team, and
• a member of the community.
They will hear your case and decide if you meet 
the criteria for hospitalization. If they decide that 
you don’t, you’ll be decertified. If they decide that 
you do, you’ll have to stay in the hospital.
To apply for a review panel hearing, ask a 
nurse to help you fill out Form 7. If you are in a 
1-month certification period, your hearing will be 
scheduled within 14 days from when you apply. 
You have the right to have an advocate or lawyer 
represent you and help you prepare and present 
your case to the review panel.
You can call witnesses to testify on your behalf. 
You can ask the review panel if you can bring 
someone to support you, but it’s up to the chair of 
the panel to decide if this will be allowed. 
Once you have a hearing scheduled, if you need 
help finding an advocate or lawyer to represent 
you, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
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Helen: I think there’s a lot of things in this [pamphlet] that are a 
lot clearer than there [Points to Form 13]. Like, in here, it doesn’t… 
it’s not entirely clear that within that first 48 hours of your 
admission you might get a doctor to see whether you need to be 
recertified, whereas in here it says that you have to see a doctor 
within that… each certification period. Yeah, this is way, way clearer 
than in the… in the form that they’re giving out right now. […] The 
reformatting of the four criteria is a lot easier to understand. The 
timeline for the certification periods is way easier to understand. 
It’s nice to see, like, just the rights, like, highlighted and really 
basically laid out. 
*** 
Jordan: I’m just really… this is really great! Yeah. Um, Yeah. No, 
it’s cool. Like, this form [Form 13] drives people crazy. [Laughs] 
And it’s so unfriendly. No, so that’s good. 
*** 
Wendall: It has a lot of useful information. This is a lot better than 
that [Form 13] at least, ’cause it’s not telling you a lot of what’s on 
here, right? Especially not the resources. 
*** 
Éloise: Well, I think you have all the right information. […] Like, 
there’s a lot of text, but the points in bold are good. Like, they’re 
kind of easy to understand. I think it’s just, like, when you go to, like, 
you know, like… this thing [Form 13], like, I think… I don’t even 
really understand it myself. 
*** 
Yevhen: It’s so hard to say how, you know, at the time that I was 
hospitalized, like, how I would have received these documents and 
this information. Like, right now I want to say that I think, like, I 
would have, you know preferred to read this [pamphlet] than this 
[Form 13]. Or at least this [pamphlet] in conjunction with this 
[Form 13]. 
Still, one participant said she would take Form 13 more seriously because it looks 
more formal and official: 
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IC: You’d rather see Form 13 than you would the pamphlet? 
Sarah: Yeah. I think maybe this gives me… I think maybe this 
sounds more, um, it’s more serious, you know what I mean? It’s like, 
this is your right. The pamphlet is mostly [Waves hand 
dismissively] you know, you’d throw it out. This [form] to me looks 
more serious. 
5.1.1.6 Use in the clinical setting 
Giving patients Form 13 is still required in the Mental Health Act, so our team 
had originally envisioned that the pamphlet could be given to patients whenever 
they received Form 13, to offer them a supplemental source of rights information. 
Among our suite of tools, the pamphlet has the most information, and we felt that 
giving patients the pamphlet at the same time as Form 13 would allow them to 
choose which document they preferred while ensuring they would receive a 
comprehensive overview of their rights. 
Participants had their own comments about how they thought the pamphlet 
might be used in the clinical setting. Mary, for example, said that she would like 
to take the pamphlet and keep it in her hospital room for reference, as a reminder 
of her rights: 
Mary: I think this is good. I mean, I think it’d be good, too, because, 
you know, sometimes what happens is, like, let’s say maybe I did 
sign this [Form 13]. I don’t really remember seeing it, but maybe I 
did sign it, because I wasn’t well, and then… But at least then, like, 
if you take this [pamphlet] to your… you know, you would take this 
to your room and you would have this, so then you could review it 
more, you know, and it’s a little bit simpler. 
Lana suggested, as our team had envisioned, that pamphlets could be given to 
patients upon certification to inform them of their rights at that point, but she 
also said that the pamphlet should be made available in a common area like the 
patient lounge for people to pick up and read at any time as well, giving patients 
more opportunities to learn about their rights. 
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Lana: I think the pamphlet should be in the lounge inpatient, but I 
think you should also be given this by the ER [emergency room] 
doctor who certifies you. And, like, I think you should be given the 
pamphlet with all that information when you are certified, because 
if… it’s scary being certified if you don’t know what’s going on and 
you don’t know the process, and you also often have to wait to be 
taken up to the inpatient unit, and so, like, it gives you a chance to 




Out of all of the materials we user tested, the poster evolved the most 
dramatically. The initial concept that team members proposed was a large poster 
with as much information as was on the pamphlet. The rationale for including a 
large amount of text on a poster came from our patient partner Andrew, who 
recalled that while he was certified, he had no books to read and no cellphone, 
and when he was bored, he would walk through the unit reading everything on 
the walls. 
The first iteration of the poster was 2 feet wide by 3 feet tall (see Figure 5.11). 
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MENTAL HEALTH ACTunder the
What does it mean to be certified under the 
Mental Health Act?
The Mental Health Act is a provincial law that sets out the rules for when 
a person can be kept in the hospital against their will. According to that 
law, you can be certified as an involuntary patient only if a doctor has 
examined you and believes you meet all four of these criteria:
1. your ability to react to your environment and associate with others is 
seriously impaired because of a mental disorder,
2. you need psychiatric treatment, 
3. you need care, supervision, and control to prevent your substantial 
deterioration or to protect you or others, and
4. you cannot be admitted as a voluntary patient.
If you’ve been certified, you may feel scared, confused, or angry, 
especially if you aren’t sure what your rights are.
You can’t leave the hospital without your doctor’s permission, and you may 
receive treatment against your wishes, but you don’t lose all your rights.
How long do I have stay in the hospital?
That depends on how many certificates have been completed. One 
certificate lets your treatment team to keep you in hospital for up to 48 
hours. If a second certificate is completed, you may have to stay for up to 
1 month. You may be discharged earlier if the doctor treating you feels 
you no longer have to be hospitalized.
On the other hand, if the doctor believes you still meet the criteria after 
a month, they can renew your certification, first for 1 month, then for 
3 months, then for periods of 6 months.
During each of these certification periods, you have the right to:
• be told what your rights are,
• be examined by a doctor to see if you still meet the criteria for 
certification,
• request a review panel hearing, and
• request a second medical opinion.
What rights do I have if I am certified?
You have the right to know where you are
Ask a nurse if you need to know the name and address of the hospital.
You have the right to know why you have been certified
The doctor must write the reasons for your hospitalization on your 
certificate (Form 4 or Form 6). You have the right to know what is on your 
certificate.
You have the right to request a review panel hearing
If you don’t agree with the doctor’s 
decision to certify you, you can 
challenge your hospitalization. 
One way is to ask for a hearing with 
a review panel.
A review panel is independent of 
the hospital and includes:
• a lawyer,
• a doctor who is not on your treatment team, and
• a member of the community.
They will hear your case and decide if you meet the criteria for 
hospitalization. If they feel that you don’t, you will be discharged. If they 
feel that you do, you will have to stay in the hospital.
You have the right to have an advocate or lawyer represent you and help 
you prepare and present your case to the review panel.
You have the right to request a review panel hearing (continued)
You can call witnesses to testify on your behalf. 
You can ask the review panel if you can bring someone to support you, 
but it is up to the chair of the panel to decide if this will be permitted.
If you want to apply for a review panel hearing, ask a nurse to help you fill 
out Form 7. Once you have a hearing scheduled, if you need help finding 
someone to represent you, you can call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
They will provide a representative at no cost.
If you decide to cancel your review panel hearing, 
you will not be able to apply again until the next 
certification period.
You have the right to request a second medical opinion
If you don’t agree with your medical treatment, you can ask for a second 
opinion from another doctor. Ask a nurse to help you fill out Form 11 to 
request a second opinion.
You can choose any doctor licenced to practise in BC to examine you, but 
you may have to pay for their travel costs if they have to come in from 
another health region.
Be aware that the second opinion is just that—an opinion—and your 
treatment team is not required to follow its recommendations.
You have the right to a lawyer
A lawyer can help you challenge your certification by asking a judge to 
review your case. If you choose to challenge your certification in this way, 
you may be responsible for paying the lawyer’s fee and court costs.
If you can’t afford a lawyer, you may still be able to get 30 minutes of free 
legal advice over the phone through an organization called Access Pro 
Bono: 
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
What happens when I leave the hospital?
You may be discharged, which 
means you are completely free 
to go, or you may be placed on 
extended leave, which means you 
can live out in the community but 
will still have to follow conditions, 
like visiting a mental health team 
and taking psychiatric medications.
You have the right to know if you are being discharged or placed on 
extended leave. You have all of the same rights on extended leave as you 
do in the hospital, including the right to request a review panel hearing.
What if I am unhappy about my care?
If you have complaints about the way you have been treated, you can 
contact the Office of the Ombudsperson:
1-800-567-3247
PO Box 9039 • STN PROV GOVT • Victoria, BC • V8W 9A5
bcombudsperson.ca
The Office of the Ombudsperson is an independent body that investigates 
public institutions, like the hospital. 
If you have questions about your rights, talk to a nurse or a mental 
health team member to learn more.
This pamphlet was created by the Mental Health Act Rights Advice (MHARA) research team (www.URLtocome.ca) and is made available through a Creative Commons Attribution-NonCommerical (CC BY-NC) licence.










Participants in the first round of user testing said the poster had too much 
information, which would deter them from reading it. Some suggested that the 
details be cut, leaving only the most important and basic information about each 
right, and that people who were interested in reading more could refer to the 
pamphlet for more information: 
Lana: I would feel like […] cutting some of that extra information 
off, like, not that this isn’t important, but saying, like, “You have the 
right to request a review panel hearing. If you don’t agree with a 
doctor’s decision to certify you, you can challenge your 
hospitalization. One way is to ask for a hearing with a review panel.” 
And then rather than going into the full detail of how the review 
panel is composed and how it unfolds, I think at that point if… if 
you object, you can request a review panel. Then they’ll… knowing 
most of them, would then request a review panel, I think. Like, if 
you do object, you’ll request a review panel. And when you request 
it, or ask, “So what’s this about a review panel?” you know, to the 
nurse or whatever—then be given more detailed information about 
how that works. 
IC: OK. That’s helpful feedback. So that information is also in the 
pamphlet. Do you think it’s more appropriate to leave it in the 
pamphlet? 
Lana: I think the pamphlet, it would be OK to have a lot more 
information, but the poster, kind of cut down a bit of the 
information. 
*** 
Sarah: The poster’s too much. […] 
IC: So you think that maybe the poster can just have this simpler 
information that you would see on the card, and then if you wanted 
more you could ask for the pamphlet or this form? 
Sarah: Yeah. I think it’s better. 
Further, once our clinical nurse educator, Vanessa, saw a physical prototype of 
the poster, she conceded that it would be too big to post in the unit where she 
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worked. A smaller poster would be more acceptable in most psychiatric units, not 
to mention less costly to print. 
Given this feedback, we reduced the poster content to the basic information 
available on the wallet card (see section 5.1.3) rather than the more 
comprehensive information on the pamphlet but directed readers to the 
pamphlet if they wanted further details. 
Our revised poster was 11 inches wide by 17 inches tall, in a two-column design 
(see Figure 5.12). 
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Figure 5.12: Second draft of poster (11 inches wide by 17 inches tall) 
for user testing 
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Feedback on this iteration was that the amount of content was more appropriate 
and that this poster was easier to read and more eye catching than Form 13 
posted on the wall: 
Jordan: Yeah. […] That’s much more digestible […] You get a lot of, 
I mean a lot of people will kind of circle around it and come back 
and then it’s, like, “Oh, OK.” You know, take that amount of 
information in, and then take a pamphlet. But having it up beside 
that [Form 13], it’s just… is just really reassuring, I think. Yeah. 
Yeah. It’s about time. It’s good. 
*** 
Michelle: I mean, even just having this poster would be an 
improvement over the current system, right? […] I think that the 
information is easy to understand enough presented this way. If 
you’re interested in learning about this stuff, you’re going to take 
the time to read it anyways. I mean, just, like, simmering it down to, 
like, just big blocky headlines, I mean, if you’re already interested in 
what it has to say, then you’re gonna take the time to read it. 
A problem one participant pointed out was that the two-column design forced 
important information about the review panel to appear lower on the poster, and 
the less accessible rights, like contacting a lawyer, were higher up and more 
prominent. Preferably the more accessible rights would be at eye level. 
One participant also suggested that the background colour could be used to group 
related information more clearly: 
Michelle: Yeah, if you could visually segregate the information a 
little bit more, like having the panels be slightly different colours or 
having them be alternate colours, that would probably be good. 
Our third iteration of the poster was a landscape design, 17 inches wide by 
11 inches tall (see Figure 5.13). As in the earlier drafts, colour was used to 
separate the criteria from the rights, but this separation became more 
pronounced in the new landscape orientation and layout. 
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Figure 5.13: Third draft of poster (17 inches wide by 11 inches tall) for 
user testing 
 
Some participants responded positively, saying that the poster was inviting to 
read and that it was better than the existing system of posting Form 13: 
Shane: I can read it from here. I can see that it has a lot of the 
same information, just presented in a more eye-catching way. 
Obviously, the headline is good, the colour separating the sections 
is good—it’s just great information to have. It’s really easy to read. I 
know I have a tendency to just say positive things all the time, so 
I’m trying to think of some constructive criticism, and, um, I’m just 
not seeing it, and the reason is just because it’s so much better than 
what’s in place now. 
*** 
Éloise: You’ll be walking in the hospital, and there’ll just be this, 
like, weird phone on the wall with these papers, like, nope, just 
everyone goes by. So I definitely think the colour and, like, “your 
rights” in, like, bold—like, that’s good. 
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Éloise elaborated that at some sites that may be less diligent about ensuring 
patients receive a copy of Form 13, the pamphlet, or the wallet card, a poster 
might be the only way they could learn about their rights, so having detailed 
information would be helpful: 
Éloise: Usually they put it [a poster] near the nurses’ station, 
which means that everyone’s gonna pass by it. Like, chances are 
that everyone’s gonna, like, read it. So… and I think, like, I think 
that if you, like, if you’re not given the Form 13 or if you’re not given 
the other stuff, like, yeah, you want as much information as possible 
here. Because then you’re, like… because that’s the only thing that 
you really have. 
But others still thought the large amount of information on the poster and the 
small type size would be a deterrent to reading it. They suggested using the poster 
as a way to signal to patients that more information was available in the 
pamphlet: 
Deborah: A pamphlet is to read. A poster is to say, “There’s a 
pamphlet to read…” […] That’s important. So your title is good, but 
your… I… I wouldn’t, as a patient, walk up and read that. […] It 
would be overwhelming, especially if I was in crisis. 
*** 
Wendall: At least it’s better than before [Form 13], being on the 
board, ’cause it’s colourful. But it is too small to read and probably 
has too much text. Since you already have this pamphlet, right? It 
would be better to direct them, or have it on the poster, be like, 
“You can ask to get the pamphlet if you haven’t already.” It’s more 
like a signal rather than having full information, right? 
As mentioned earlier, the text-heavy approach had been suggested by our patient 
partner Andrew, who recalled reading everything on the hospital walls out of 
boredom and believed that a poster with more information would be appropriate. 
Several of the participants agreed with this rationale: 
Lana: You get really bored inpatient. [Laughs] You’ll read 
everything on the wall. [Laughs] 
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*** 
Robert: I’m a reader… I’m the kind of guy who is, if I’m sitting in 
the hospital… if you had me… said I’ll be ten minutes here, I’d be 
looking at the walls, looking at brochures, and I read. 
*** 
Éloise: The thing is that, like, see, I really like to read, and I prefer 
when there’s more information. I can definitely see how some 
people might prefer less text, but, like, I think that all this 
information is so important that, like, I would want all of it. 
When I explained this rationale, Wendall, who had first remarked that the poster 
had too much text, acknowledged that a text-heavy poster may work in an 
inpatient setting. But Wendall’s initial reaction prompted me to propose to our 
team that we create a second poster with just the basic rights: 
Wendall: Yeah, now I’m remembering, like, OK, if I were actually 
at the hospital again, yes, I would walk up to it. Definitely, I would… 
I would, yeah, I would be the same that way. 
IC: Mm-hm. But, yeah, maybe we need to consider more than one 
poster. One that’s just, like, “Here is a pamphlet. A pamphlet with 
your rights information exists. Go find it.” And then some more 
detailed information like that one. 
Ultimately, we kept the landscape text-heavy 17-inch-by-11-inch poster, with a 
revised timeline diagram (see section 5.1.1.3.3; Figure 5.14) but also created a 
smaller 11-inch-by-8.5-inch poster with less text (Figure 5.15). 
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Figure 5.14: Final large poster (17 inches wide by 11 inches tall) 
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Figure 5.15: Final small poster (11 inches wide by 8.5 inches tall) 
 
5.1.2.2 Comparison with Form 13 
Form 13 must be posted “in a conspicuous place that is accessible to patients” 
(Mental Health Regulation s. 5) in the psychiatric units, but, as a form meant to 
be read up close and signed, it wasn’t designed specifically to be read from afar as 
a poster. In comparison with Form 13, participants appreciated the larger print 
and colour of our large poster, which they found more inviting and easier to read. 
Deborah: So, yeah, I like… it’s obviously better, right? It’s… it’s 
much more friendly. This [Form 13] is, like, you’d have a thousand 
of them posted on any bulletin board—you wouldn’t even know 
what it was. I still say the purpose of a poster should be… like, I love 




Robert: It’s big, it’s bold, it’s got bold in print. […] Even though it’s 
indicating the same material, that [Form 13] has a more legalese 
look to it. And I don’t know what your experience is, but some 
people just… Never mind new immigrants… some people, you 
throw legalese at them, and they’re frightened right away. 
*** 
Wendall: Yeah, I do remember seeing lots of, like, kind of tiny… 
like that [Form 13]. At least it’s [the poster is] better than before, 
being on the board, ’cause it’s colourful. 
5.1.2.3 Use in the clinical setting 
Our team’s vision for the use of the poster in the clinical setting was that it could 
be posted alongside Form 13 and the Mental Health Act on the wall in the 
psychiatric unit for patients to read. 
Several participants shared that vision but also had some other comments 
relating to the poster’s use. Some participants saw the poster playing a role in 
fostering an environment where patients felt comfortable discussing their rights, 
because it would be a constantly visible reminder of their rights and a signal that 
the facility had patients’ rights in mind: 
Monica: I can see the poster being helpful just to have in the unit, 
especially if, like… Like, I think even having material like that tends 
to have patients talking about their rights with each other and, like, 
thinking more about their rights? 
Helen explained that the location of the poster in the unit would have a big 
impact on its use. She recalled being reluctant to read Form 13 posted on the wall 
because it was near the nurses’ station, and she didn’t want the nurses to watch 
her as she read and wonder why she was spending so much time in the area. She 
suggested placing the posters in a more private area or near a telephone so that 
patients could actually call the phone numbers for legal and advocacy services 
listed: 
Helen: I really like the poster. I think this is really useful as well. 
[…] I remember the… the Form 13, it was posted next to the nurses’ 
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station, which felt a little… like, I understand it’s a safety issue as 
well. There’s going to be closed wards where having posters up 
where the nurses can’t see what people are, like, doing to them and 
stuff is understandable, but also, like… [Pauses] 
IC: Seems like a deterrent? 
Helen: Absolutely. Yeah. I mean the nurses, like, they kind of 
expect that you’re coming up to the station… You’re gonna be 
asking them something that they can’t give you, and even though 
you’re, like, “I’m just looking at stuff,” you can tell, like, they are 
more on alert, which is understandable—it’s their job. But it also… 
like, you weren’t gonna hang around and reread it a couple of times, 
for sure. […] I know that’s totally not necessarily possible, but if… 
even if it were just like in a… in a corner where you knew that you 
could… people weren’t actively watching you read it… […] And also 
having it up in the area where the phone was would have been nice 
as far as, like, if this had… As far as having the numbers, I mean, it 
makes sense to actually have them next to the phone where you 
could access them instead of… Like, what? You need to take the 
poster off the wall and walk over to the phone with it? Well, I guess 
they have the pamphlet, too, but I… I also feel like there’s going to 
be some situations where people are not going to get handed a 
pamphlet, either, so. 
Based on these comments, we decided to integrate consideration of how poster 
placement might either encourage or deter reading and engagement into our 
clinician-training program. 
5.1.3 Card 
When I user tested Form 13, I also showed participants documents in other 
formats, including a wallet card from the Mental Health Political Action Group 
(MHPAG; Vogt 2011), a now-disbanded BC-based group of psychiatric survivors, 
and a folding rights card from Newfoundland and Labrador. 
Participants liked many aspects of the cards (see section 4.2.1), including the fact 
that they were succinct and portable. They said that the contact information for 
mental health advocacy groups made the card feel more empowering, and they 
appreciated that the Newfoundland and Labrador card had empty slots for people 
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to fill in names and contact information for their treating psychiatrist, rights 
advisor, and patient representative (someone the patient trusts)—details that 
would otherwise be easy to forget. Two participants suggested that a card with 
contact information would be useful if they were hospitalized again: if the 
treatment team found such a card on the patient, they would know how to 
contact the patient’s next of kin or psychiatrist. 
However, some participants said that the MHPAG card had type that was too 
small to read and that it looked too cluttered and busy. The Newfoundland and 
Labrador card was larger, but many remarked that it wasn’t in a shape that would 
fit into a wallet. One participant was wary of putting her name on a document like 
the Newfoundland and Labrador card because she was concerned that she would 
lose it and that her identity as someone who’d been hospitalized for mental 
health issues would be disclosed. 
Based on these comments, our team created a tri-fold wallet card. Folded up, it 
was the size of a standard 3.5-inch-by-2-inch business card and would fit into 
most wallets. Because it was a tri-fold card instead of a single panel, it had more 
space than the MHPAG card, and the type could be larger. On the back we added 
blank spaces for names and contact information for the patient’s psychiatrist or 
mental health team as well as a near relative who could be contacted if they were 
hospitalized again. Vanessa, our team’s clinical nurse educator, suggested also 
adding a slot for the date the patient’s certification would expire, so that the 
patient would know when they were next due for an examination and possible 
renewal. 
The tri-fold wallet card didn’t change much over the course of user testing 
because participants had few improvements to suggest. 
Figure 5.16 and Figure 5.17 show the two sides of the wallet card used in round 1 
of user testing. Unfolded, the wallet card is 3.5 inches wide by 6 inches tall. 
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You can be certified only if a doctor has examined you and 
believes you meet all four of these criteria:
1. your ability to react to your environment and associate with 
others is seriously impaired because of a mental disorder,
2. you need psychiatric treatment,
3. you need care, supervision, and control to prevent your 
substantial deterioration or to protect you or others, and
4. you cannot be admitted as a voluntary patient.
Mental health team or psychiatrist
Phone number
Near relative (person you trust)
Phone number




YYYY – MM – DD
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Figure 5.17: Interior of wallet card used in round 1 of user testing 
 
  
If you are certified, you may be kept in the hospital and given 
treatment against your will. But you still have the right…
…to know where you are and why you are certified
Your reasons for certification are on your certificate (Form 4 or 6), 
which you have the right to see.
…to be examined by a doctor
At least once per certification period, a doctor must examine you 
to see if you meet the criteria (see bottom flap).
…to request a review panel hearing
An independent panel will hear your case and decide if you 
meet the criteria. To apply, fill out Form 7. For free representa-
tion at your hearing, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
clasbc.net/mental_health_review_board
…to request a second medical opinion
If you don’t agree with your psychiatric treatment, you can 
ask another doctor to examine you. To apply, fill out Form 11.
…to speak with a lawyer
A lawyer may help you ask a judge to review your case. If you 
can’t afford a lawyer, you may be able to get 30 minutes of free 
legal advice over the phone through Access Pro Bono:
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
accessprobono.ca/mental-health-program
You have all of these rights on extended leave.
To learn more about your rights, talk to your mental health team 
or read Form 13. Find forms 7, 11, and 13 at www2.gov.bc.ca/
gov/content/health/health-forms/mental-health-forms
If you have complaints about your care, contact the Office of the 
Ombudsperson at 1-800-567-3247 or bcombudsperson.ca.










Figure 5.18 and Figure 5.19 show the two sides of the wallet card used in round 2 
of user testing. We added the web address for the project’s site (see section 5.1.6). 
Based on participant feedback, we also added references to Form 4 and Form 6 to 
the interior to clarify the meaning of “certificate” and “renewal certificate.” 




You can be certified only if a doctor has examined you and 
believes you meet all four of these criteria:
1. your ability to react to your environment and associate with 
others is seriously impaired because of a mental disorder,
2. you need psychiatric treatment,
3. you need care, supervision, and control to protect you or others, 
or to prevent you from deteriorating substantially, either 
mentally or physically, and
4. you cannot be admitted as a voluntary patient.
Mental health team or psychiatrist
Phone number
Near relative (person you trust)
Phone number









Figure 5.19: Interior of wallet card used in round 2 of user testing 
 
  
If you are certified, you may be kept in the hospital and given 
treatment against your will. But you still have the right…
…to know where you are and why you are certified
The reasons for your certification are on your certificate (Form 4) 
or renewal certificate (Form 6), which you have the right to see.
…to be examined by a doctor
At least once per certification period, a doctor must examine you 
to see if you meet the criteria (see bottom flap).
…to request a review panel hearing
An independent panel will hear your case and decide if you 
meet the criteria. To apply, fill out Form 7. For free representa-
tion at your hearing, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
clasbc.net/mental_health_review_board
…to request a second medical opinion
If you don’t agree with your psychiatric treatment, you can 
ask another doctor to examine you. To apply, fill out Form 11.
…to speak with a lawyer
A lawyer may help you ask a judge to review your case. If you 
can’t afford a lawyer, you may be able to get 30 minutes of free 
legal advice over the phone through Access Pro Bono:
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
accessprobono.ca/mental-health-program
You have all of these rights on extended leave.
To learn more about your rights, talk to your mental health team 
or read Form 13. Find forms 7, 11, and 13 at www2.gov.bc.ca/
gov/content/health/health-forms/mental-health-forms
If you have complaints about your care, contact the Office of the 
Ombudsperson at 1-800-567-3247 or bcombudsperson.ca.










Figure 5.20 and Figure 5.21 show the two sides of the wallet card used in round 3 
of user testing. Based on participant feedback, we set off the rights with bullet 
points to increase their visibility. 




You can be certified only if a doctor has examined you and 
believes you meet all four of these criteria:
1. your ability to react to your environment and associate with 
others is seriously impaired because of a mental disorder,
2. you need psychiatric treatment,
3. you need care, supervision, and control to protect you or others, 
or to prevent you from deteriorating substantially, either 
mentally or physically, and
4. you cannot be admitted as a voluntary patient.
Mental health team or psychiatrist
Phone number
Near relative (person you trust)
Phone number









Figure 5.21: Interior of wallet card used in round 3 of user testing 
 
  
If you are certified, you may be kept in the hospital and given 
treatment against your will. But you still have the right:
• to know where you are and why you are certified
The reasons for your certification are on your certificate (Form 4) 
or renewal certificate (Form 6), which you have the right to see.
• to be examined by a doctor
At least once per certification period, a doctor must examine 
you to see if you meet the criteria (see bottom flap).
• to request a review panel hearing
An independent panel will hear your case and decide if you 
meet the criteria. To apply, fill out Form 7. For free representa-
tion at your hearing, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
clasbc.net/mental_health_review_board
• to request a second medical opinion
If you don’t agree with your psychiatric treatment, you can ask 
another doctor to examine you. To apply, fill out Form 11.
• to speak with a lawyer
A lawyer may help you ask a judge to review your case. If you 
can’t afford a lawyer, you may be able to get 30 minutes of free 
legal advice over the phone through Access Pro Bono:
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
accessprobono.ca/mental-health-program
You have all of these rights on extended leave.
To learn more about your rights, talk to your mental health team 
or read Form 13. Find forms 7, 11, and 13 at www2.gov.bc.ca/
gov/content/health/health-forms/mental-health-forms
If you have complaints about your care, contact the Office of the 
Ombudsperson at 1-800-567-3247 or bcombudsperson.ca.










Figure 5.22 and Figure 5.23 show the two sides of the final wallet card. We 
simplified the language further (for example, changing “request” to “ask for”) and 
added indents to the placeholders for phone numbers on the back of the card to 
clarify grouping of the contact information. We also replaced the timeline 
diagram (see section 5.1.1.3.3). 




You can be certified only if a doctor has examined you and 
believes you meet all four of these criteria:
1. your ability to react to your environment and associate with 
others is seriously impaired because of a mental disorder,
2. you need psychiatric treatment,
3. you need care, supervision, and control to protect you or others 
or to prevent you from deteriorating substantially, either 
mentally or physically, and
4. you can’t be admitted as a voluntary patient.
Mental health team or psychiatrist
• Phone number
Near relative (person you trust)
• Phone number









Figure 5.23: Final wallet card interior 
 
5.1.3.1 Format and content 
Participants almost universally appreciated the wallet card format, saying that it 
was easy to read and likely something they would keep as a reminder of their 
rights, rather than discard: 
Robert: OK, that’s really good. Once again, I would just add that… 
This is really good, actually. To have a card like this? OK, there’s my 
comment. This is a really, really good idea. 
If you’re certified, you may be kept in the hospital and given 
treatment against your will. But you still have the right:
• to know where you are and why you’re certified
The reasons for your certification are on your certificate (Form 4) 
or renewal certificate (Form 6), which you have the right to see.
• to be examined by a doctor
At least once per certification period, a doctor must examine 
you to see if you meet the criteria (see bottom flap).
• to ask for a review panel hearing
An independent panel will hear your case and decide if you 
meet the criteria. To apply, fill out Form 7. For representation at 
your hearing, call the Mental Health Law Program:
604-685-3425 in the Lower Mainland
1-888-685-6222 elsewhere in BC
clasbc.net/mental_health_review_board
• to ask for a second medical opinion
If you don’t agree with your psychiatric treatment, you can ask 
another doctor to examine you. To apply, fill out Form 11.
• to speak with a lawyer
A lawyer can give you legal advice about certification or can ask 
a judge to review your case. For 30 minutes of free legal advice 
over the phone, make an appointment with Access Pro Bono:
604-482-3195 ext. 1500 in the Lower Mainland
1-877-762-6664 ext. 1500 elsewhere in BC
accessprobono.ca/mental-health-program-telephone-clinic
You have all of these rights on extended leave.
To learn more about your rights, talk to your mental health team 
or read Form 13. Find forms 7, 11, and 13 at www2.gov.bc.ca/
gov/content/health/health-forms/mental-health-forms
If you have complaints about your care, contact the Office of the 
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*** 
Roger: I like, I mean… the card is pretty straightforward. I read it 
in, like, two minutes and got what I needed to get out of it, and if 
someone is in a case of needing something like this, I mean, yeah, 
it’d be good to have in the community. […] And just to have the 
cards out, like, even at your GP’s or any family doctors could have 
these out, you know, for some… someone that’s struggling, it would 
be great to have something, like, that’s easy to read and hold on to 
in your pocket, kind of thing. 
*** 
Deborah: I love this. […] I’m gonna put that in the drawer beside 
my bed. I’m gonna use it as a bookmark. I’m going to… It’s going 
to… it’s gonna stick around. It feels like something I would hang on 
to. This [pamphlet] I’m gonna put in the recycling bin. 
In particular, participants appreciated the spaces for contact information on the 
back of the card. They saw the card as playing a role in promoting continuity of 
care if patients were readmitted, because hospital staff would have the 
information to call a patient’s regular psychiatrist or community mental health 
team to exchange relevant health information and possibly consult with them to 
decide on the most appropriate treatment plan. One participant said this 
continuity of care may decrease the likelihood of hospitals using restrictive 
measures like restraints and seclusion as a precaution, when it may not be 
necessary for certain patients. Participants also liked that the contact information 
for the near relative would help the hospital staff let a patient’s loved ones know 
where they were. Finally, having the expiry date of the certification period easily 
accessible would help both the patient and their doctor track when the patient 
was due for their next examination, especially if they’re on extended leave and 
may not have daily contact with a medical team. 
Lana: I really like having your mental health team or psychiatrist 
on there and their phone number. I’ve found that so helpful. And 
my psychiatrist is, you know, been working with me for five, six 
years, and I’ve gone into emergency rooms elsewhere, and she has 
said, like, she does DBT [dialectical behaviour therapy] with me and 
DBT coaching, so I have her cellphone number, and she says if you 
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go into the ER, give the ER doctor my cellphone number. Like, get 
them to call me, and… Because she knows that long hospitalizations 
have not been helpful for me, and I know… and so I think… and I 
think, like I said, with that other experience, that the emergency 
room doctor is going to act with the greatest caution if they don’t 
know you, you know, and maybe go to an extreme in that 
direction—you end up in seclusion or something. But if they can 
speak to someone who’s been your psychiatrist for five years, they 
might be more likely to follow that person’s recommendation, and 
then they’re, like, “Oh, it’s not on my shoulders. That doctor really 
knows this patient, and I’ll do whatever… basically whatever that 
doctor who really knows them is suggesting. We’ll follow through 
on that in the ER.” So I think that’s really helpful and really 
important for people to have that information. As well as a near 
relative, person you trust, that, like, if you’re going to be certified, 
someone that you can be like, “OK, if you’re gonna certify me, 
please call, you know, my best friend or my parents or… and let 
them know that I’m here and so people aren’t worried about where 
I am, why I haven’t come home,” or, you know, that there’s 
someone there that you can, like, ask the nurse or the doctor to call 
and notify that you have been certified and where you are. I think 
that’s really important. As well as if you are on extended leave to 
have the certification period on there. I think that’s helpful for the 
doctor, too. 
*** 
Helen: Um, I really like this [card]. It’s nice to have a referral to 
the certification expiry date that’s not hidden in, like, one of the… 
all the long sheets that they give you. 
*** 
Éloise: And I personally like the… you know, the phone number. 
Um, and then interestingly enough, your certification period 
expires… I think that one’s interesting, because, like, when I was in 
the hospital, they didn’t actually tell me when I was not certified. 
*** 
Shane: I think this [card] would be useful for people—obviously, 
the implication is that if you’re having difficulties, you may have 
them again, and so I think this would be a good resource to keep on 
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you, especially for, you know, making note of who your treating 
psychiatrist is and who your close family are so that they can be 
contacted easily. I think that’s wonderful. You get a lot of… get 
asked for a lot of information when you’re committed—what… 
what’s… what medications are you on, what dosage are you on… So 
being able to recall easily who your psychiatrist is and what their 
phone number is, and that kind of stuff, may not be easy for 
everybody, so I think this is great to have the information prepared 
ahead of time and in your wallet. I think that’s… that’s a nice thing. 
5.1.3.2 Use in the clinical setting 
Participants who commented on the MHPAG and Newfoundland and Labrador 
cards in the previous phase of user testing (see section 4.2.1) had said that (a) 
they would like to see a comprehensive description of their rights, such as on 
Form 13, before seeing the more concise card, because the card’s information is 
incomplete and (b) they would like to have cards when they’re out in the 
community as a reminder of their rights. As a result, our research team 
envisioned that the card could be given to patients when they leave the hospital, 
whether they’re being discharged or placed on extended leave. 
Many participants agreed, but some participants preferred its succinctness to the 
pamphlet and suggested that they would have liked to see it when they were first 
certified, because the pamphlet and Form 13 had too much information to 
process when they were most mentally unwell. The card succeeded at conveying 
to them that they had rights, and if they wanted more information, they could 
find more in the pamphlet later in their recovery: 
Michelle: I liked the thought of the pamphlet as supplementary 
material that extends your information, but I don’t necessarily 
consider it a first… you know, a great first-given material, I guess 
you could say, if that’s the right word, in terms of, you… you read 
this all and then you… you kind of know, “OK, I have the right to a 
lawyer,” but you don’t really remember the specifics. Whereas you 
look at the card, and it’s so much more simpler to understand, it’s 
outlined perfectly, and, you know, you get to look at this, and then 
when you’re more interested in this [pamphlet], then you can go 
 169 
into this, right? So that… yeah, the stuff in the card is much easier 
to understand than in the pamphlet. 
*** 
Wendall: I really like this idea of having this [card] as something 
you can carry with you in case you’re certified another time. It’s a 
really practical idea. […] I like this more, I think, because it forced 
you to be concise. It gets the communication… the key stuff out 
much better than this [pamphlet] does, actually. 
Our team decided to mention to clinicians in our training program the possibility 
of offering involuntary patients both the pamphlet and card at admission and 
allowing them to choose whatever document they preferred. 
Several participants also wanted to see the cards available in the community—at 
community mental health centres but also at walk-in clinics and public gathering 
places like libraries. Making rights information widely publicly available, they 
said, could help people who may be concerned about the prospect of involuntary 
hospitalization because of a diagnosis of mental illness but may not be in crisis at 
that moment. 
5.1.4 Video 
Participants in the previous phase of user testing liked that the “Making Sense of 
Sectioning” video (Mind UK 2016; see section 4.2.3) had a friendly, comforting 
tone and could convey information to someone who didn’t want to read a printed 
document. Because of their overwhelmingly positive response to the animation 
and narration style, our team sought to take a similar approach to producing our 
own video. 
At our second team meeting, we viewed samples of several types of video we 
could consider creating within our budget (The Startup Videos, n.d.). The team 
decided on two-dimensional “motion comic” animation with narration because it 
was less costly than other options but could still “effectively provide sufficient 
visual stimuli” (Smith 2015) to be engaging and informative. The narration could 
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explain the rights while the images illustrated them, but individual characters 
would not have to be animated speaking. 
I contacted three local illustrators with an outline of the project, including 
deliverables, timeline, and budget. They either submitted samples or directed me 
to online portfolios, which I shared with the rest of the team. The other members 
of the team unanimously chose Jonathon Dalton to illustrate our video. Our 
contract with Jonathon also included permission to use the illustrations for other 
team products, such as our print materials and website. 
Andrew, one of our patient partners, drafted the script (see Appendix J), and all 
team members reviewed and revised it. Dr. Erin Michalak agreed to narrate it. 
We sent the script to Jonathon Dalton to create sketches for a storyboard (see 
Figure 5.24 and Figure 5.25 for samples of the storyboard). 
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Figure 5.24: Sample of the storyboard sketches for our video 
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Figure 5.25: Sample of the storyboard sketches for our video 
 
Christopher Young of Viewers Like You Productions made a rough animation 
with these sketches and Dr. Michalak’s narration. 
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Because the video had a much longer production time compared with our print 
materials, we weren’t able to user test it in several stages. We used the roughly 
animated storyboard for user testing and could only ask the videographer for one 
round of revisions as testing progressed. As a result, the first round of five 
participants saw one version of the animated storyboard, and the second and 
third rounds of participants (11 total) saw a revised version. Both versions used 
black-and-white sketches from the illustrator and the same audio file of the 
narration. 
At the start of each user-testing session, I explained to the participant that they 
would be seeing a preliminary video and that the final video would be in colour, 
with more sophisticated animation. 
Participants seeing the first iteration of the video had problems with the way the 
four certification criteria were depicted, saying that the abstract concepts in the 
criteria, like “you cannot be admitted as a voluntary patient” (the fourth 
criterion), were not effectively conveyed by the illustrations. The way the criteria 
were presented, as a sequence of frames, also failed to convey that all four criteria 
would have to be met for a person to be involuntarily hospitalized: 
Monica: OK. One of the things I thought was a little bit weird, I 
guess, was, like, the beginning where they’re illustrating the 
different, like, reasons why you can be certified… Uh, I don’t know. 
I guess, like, it’s probably hard to visually represent these concepts, 
but I’m not sure this is how I would do it. 
IC: OK. Were there any particular images that you think should be 
changed? […] 
Monica: Well, I guess, like, for the first one [top panel of 
Figure 5.25], it’s kind of, like, I guess the clouds and stuff are 
supposed to be things that are kind of overwhelming for this person, 
but it… I guess I don’t, I don’t really know specifically, like, why… it 
just seems like it’s a little bit cheesy or, like, not… not super… Um, I 
don’t know, like, it just, I think, like, if I saw that frame out of 
context without knowing, like, what it was, I wouldn’t really be sure, 
like, what… what… like, if there was no text there, I’d be, like, what 
is this about, like, what is this depicting? And then the frame on, 
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like, you cannot be admitted as a voluntary patient, I guess I don’t 
really know what I would put there, but I just… and I know it’s, like, 
it’s a hard concept to visually represent. I just don’t know that that 
is… I guess I’m just not really sure what the association between, 
like, someone who’s, like… other than, like, obviously this person is 
in distress of some sort. And then I guess, like, on point 2 [bottom 
panel of Figure 5.25], like, you need psychiatric treatment? Um, 
obviously a lot of people who need psychiatric… a lot of people need 
psychiatric treatment and are not, like, do not meet the conditions 
to be certified, um, and this is, like, a very… normal setting… it, like, 
it looks like any psychiatrist’s office or whatever? Um, so, I guess I 
just wonder if, like, that could freak people out or, like, freak me out, 
potentially, like, if I saw it, and I was, like, oh just anyone who 
needs psychiatric treatment? […] Oh, also the other thing I think 
that, like, was not as clear in the video is, like, the “all four” aspect. 
IC: OK. 
Monica: Um, maybe even, like, a frame if you’re… a frame where, 
like, you have all four of them kind of like in four squares? Or 
something like that that, like, yeah… 
The illustrator revised the storyboard sketches for the criteria, and the 
videographer was able to implement Monica’s suggestion for a second iteration of 
the video to show a matrix of the four frames depicting the criteria to sync up 
with where the narration says “all four.” Otherwise, the second iteration of the 
video used the same recorded narration and the same black-and-white 
storyboard images as the first iteration. Participants in later rounds of testing 
said that the matrix helped make the criteria easy to understand and generally 
found the video informative and non-threatening: 
Wendall: Oh, I like this! […] I like how it was laid out, like, one, 
two, three, four things, then it went to each one—that was very 
useful. 
*** 
Shane: I… I think that was really helpful. It gave really good 
information. The speed of the dialogue is good. It’s perfect, really. 
The setting out the points for why you’re involuntarily committed 
was perfect… to say point 1, and then 2, the check marks. Really 
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easy to follow. The fourth point—I can’t remember what it was—but 
I didn’t quite understand it, but I don’t think that’s your issue; I 
think that’s the wording of the Act, but the graphics are nice and 
non-threatening. They’re soothing and very helpful, the 
information… There’s phone numbers and websites and… I think it 
explains the process very well. Yeah, I’m impressed. I would have 
liked to have seen that. 
Striking a balance of conveying the seriousness of the situation while avoiding 
scaring the viewer proved difficult. The patient partners didn’t want the images to 
paint too rosy a picture of hospitalization, which could trivialize patients’ feelings 
of fear and uncertainty about their certification, but they also didn’t want the 
images to catastrophize the experience. User-testing participants agreed with the 
need to find the right balance, but some scenes seemed to evoke feelings of 
sadness and helplessness among our participants, suggesting that we failed to 
strike the appropriate tone: 
Helen: And I do really like the animation. The… I… it’s also really 
hard to communicate, but I know there’s one shot of… this is where, 
as a result of the certification, you’re not allowed to leave the 
hospital without permission of your doctor, and the pan-out, it just 
felt really… really… claustrophobic and isolating, like the person 
just sitting there by themselves in the hospital. Like, I know it’s just 
the way that you sketch it out, but looking unhappy, it was, like, “Oh, 
that’s a bad feeling.” […] At least the video acknowledges that it’s 
not a great feeling to have, to be kind of left alone there looking out 
of the window. But at the same time, it was… I don’t know. It looks 
quite sad. 
*** 
Michelle: Just the beginning alone is a little morbid—if that’s the 
right word. It does seem a little bit sad. Yeah. The guy definitely 
doesn’t look happy—not that he’s supposed to look happy, but, uh, 
it definitely, uh, if I were watching this, like, during my first time, I 
would definitely feel like, “Oh, I’m trapped here.” 
Vanessa, the clinical nurse educator on our team, expressed similar misgivings 
about the facial expressions on the characters in the video. She wanted the video 
and illustrations used in the materials to convey compassion and support. Based 
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on these comments, we adjusted some of the images so that the patient would 
have a neutral expression while other characters subtly smiled supportively. An 
example is shown in Figure 5.26 (before the change) and Figure 5.27 (after the 
change). 




Figure 5.27: An illustration for the video after changes to characters’ 
facial expressions 
 
Between the storyboard and the final illustrations, I sent detailed feedback about 
image composition to the illustrator (see Appendix M for that correspondence) 
based on comments from other team members and from the user-testing 
participants. The patient partners had very specific recollections of their 
experiences—for example, the layout of their hospital room, their gown, and their 
hospital bracelet—that they wanted the illustrations to reflect so that the scenes 
would feel authentic. Our legal reviewer suggested adjustments to the patient’s 
clothing to show that patients are allowed to wear their street clothes, rather than 
a hospital gown or pyjamas, to review panel hearings. Our clinical nurse educator 
suggested that clinicians could be drawn so that they weren’t shown in “power 
positions”—for example, standing above and looking down—in relation to 
patients to make viewers feel less threatened and more at ease. 
For the hospitalization scene that the participants had found sad, the 
videographer, illustrator, and I discussed strategies to make it less gloomy, 
including using colour to depict a bright, sunny day and showing normal, 
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everyday activities occurring in other hospital windows to convey that the 
hospital was not a prison. 
The video script for the narration had to be finalized before feedback from the 
third group of user testers could be collected, but they were still shown the 
second iteration of the video. New suggestions would have been more expensive 
to incorporate at this point but not impossible. Fortunately, the third group of 
user testers’ comments were similar to those of the second group, and that 
feedback had already been relayed to the illustrator and videographer. 
Two participants said the narration sounded “grim” or “solemn”—feedback that 
we conveyed to both Dr. Michalak and the videographer when it came time to 
record the final audio. 
One participant, who spoke French as a native language, asked for the narration 
to be slower. The team thought that the length of the video, at three minutes, was 
already bordering on being too long to keep the attention of someone in mental 
distress. Instead of slowing the narration natively, we decided in our training 
sessions to tell clinicians who might be showing the video that the playback speed 
can be adjusted, if patients want to watch it again at a slower speed. 
5.1.4.1 Format 
Participants found the video as a format clear and useful for someone who 
couldn’t or didn’t want to read a printed document: 
Deborah: The video was über-clear. […] I literally couldn’t read 
anything for at least a year, so the video is a brilliant idea. Brilliant. 
*** 
Jordan: That’s really clear. […] That’s going to help people a lot. 
Several participants appreciated that the video was emotionally neutral and could 
provide information in a consistent, matter-of-fact way without provoking anger 
or fear: 
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Roger: The video was really good, because […] people are often 
either condescending or just angry with you or stigmatizing, so a 
video is much more flat, kind of—not emotionally or situation-
sensitively engaged. 
*** 
Helen: The rest of the video, it did seem… it seemed really clear, 
and it seemed really accessible, and it seemed really… really neutral. 
I like the idea of a video. There’s an aspect of surreality that kind of 
comes with being… with being certified, and I think that the video is 
not… not too surreal. I don’t think it’s too intimidating or too… too 
bureaucratic, which I think would be a bad way to communicate 
things in that situation. 
5.1.4.2 Captions 
Some participants said that captions would help them understand and retain the 
information in the video: 
Michelle: Subtitles would be nice. Just more text. You know, it’s 
kind of a little bit hard to… to remember all that information, 
especially if you don’t have that much supplementary text on the 
video or subtitles. 
We had already intended to add closed captions to the video, but Wendall 
suggested we also add a visual cue on the video title screen to let clinicians and 
patients know that captions were available: 
Wendall: Sometimes I miss if it has closed captions, and I don’t 
know they’re there. So if part of the video says, “If you need 
captions, click on ‘blah.’” Yeah, that would be helpful, too. 
We were able to ask the videographer to implement this suggestion. We would 
also draw attention to the option of turning captions on and off in our clinician-
training program. 
5.1.4.3 Use in the clinical setting 
Because the video (available at https://youtu.be/pj4xp5x0PhQ) gives an 
introductory overview of patient’s Mental Health Act rights, our team anticipated 
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that it could be shown to patients on admission, as a supplement to receiving 
Form 13. 
Other ways our team thought the video may be used in the clinical setting 
included: 
• having it playing along with other informational videos on a loop in a 
common area in the psychiatric unit, to ensure that patients would hear 
their rights at some point in their stay, and 
• showing it during a group session as a launching-off point for further 
discussion about patients’ rights. 
Participants were generally not in favour of the first idea, citing a lack of control 
over what to watch and eventual frustration with the repetition of content, but 
almost all liked the second idea of having the video be the focus of a group 
session, which would not only ensure that patients understand their rights but 
also convey to patients that the hospital encouraged a culture of discussing 
patients’ rights (see also section 6.6): 
Monica: If you were to have a video or something that kind of 
starts a dialogue between patients, […] I can definitely see […] in an 
OT [occupational therapy] session or something that having the 
video shown […] or, like, a discussion of rights… that might be 
helpful. 
*** 
IC: One of the patient partners on our team said that one thing he 
probably would have really liked was to have that video be the 
centre of one of their group sessions. 
Lana: Yeah. 
IC: …to have group sessions, have people watch the video and then 
talk about what are their rights. 
Lana: Yeah, yeah. That would be a good idea. 
We would suggest this possibility to clinicians in our training program. 
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Some participants were concerned that psychiatric units wouldn’t have the 
technology available to show the video: 
Ian: Are you planning to have it on a DVD or something? […] 
Because in the hospitals, they don’t have access to computers, I 
don’t think. 
Their comments suggested that we should be prepared to offer the video through 
multiple channels, including YouTube as well as on other storage media like 
DVDs or USB drives. 
5.1.5 Languages 
Several of the participants wanted to know if the rights information would be 
available in other languages. Most seemed to be concerned not for themselves but 
for other patients who didn’t understand English and for whom the lack of 
information in their language could increase their sense of uncertainty and make 
the hospitalization experience more frightening. 
Robert: And once you start hitting them with stuff [forms] like 
that, if you’re a new immigrant, the language isn’t there. I mean… 
you’re from Vancouver, I suspect you live in Vancouver—it’s a 
pretty multicultural place. You’ve met people who don’t master the 
language… it can be frightening. Very frightening. Overwhelming, 
in fact. 
*** 
Lana: Is it going to be in multiple languages, especially in, like, 
Vancouver? You know, it might not be as much of an issue in rural 
BC, but in Vancouver, will it be available in Chinese or, you know, 
Mandarin or Cantonese, or… […] Is this information going to be put 
on a website somewhere, and, like, you know, you might not have 
the funding and resources to publish posters and pamphlets in 
multiple languages, but would it be possible to have a translation 
online that people could view? 
*** 
Michelle: This material is quite technical, so having it available in 
a number of different languages would probably be useful, 
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especially in the Vancouver area. Or having the ability to have a 
translator go over it with somebody, like friends and family, would 
probably be great, too. […] If I recall correctly, and this is from my 
time working in an NP [nurse practitioner] office, but a lot of the 
times, there will be a number that you can call for translation 
purposes. I think the province has, uh, translators on hand for 
medical personnel. And so having them be able to go over this form, 
at least orally with the patient, would be a great help, too. 
And a couple of participants were concerned about their family being able to read 
and understand the material. To them it was important that their family know 
about their rights and participate in their care: 
Wendall: My mom, she speaks English kind of half/half with 
Chinese, so she will be able to read this, but, like, certain terms 
she’ll have problems with. 
*** 
IC: Do you consider English your first language? 
Éloise: No. French is my first language. 
IC: Would you like to see these materials in French? 
Éloise: Yeah, that’d be great. I think it would be great, too, for… 
especially mental health information just in general. Like, my 
parents are French, and they don’t really… it’s really hard to explain 
to them mental health stuff because it’s all in English, so French 
material would be great. 
5.1.6 Website 
A few participants said that they wanted the rights-communication tools to be 
available on a website. Although many noted that patients may not be allowed 
internet access in the psychiatric units, having a central repository for the tools 
would let clinicians find the tools easily. 
Participants also believed the website would be useful: 
• for family members to learn about patients’ rights and 
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• for patients on extended leave as well as people who’ve been discharged 
but who believe they might be rehospitalized. 
Because a website has more room for content than print materials, many 
participants suggested that it could also house translations, as well as further 
information about patients’ rights that our materials couldn’t accommodate, 
including: 
• the process patients can expect if they apply for a review panel hearing or a 
second medical opinion, 
• day-to-day privileges in hospital like breaks and passes (see section 6.1.3), 
and 
• rights at discharge (see section 6.1.4). 
Our team launched a website at https://www.bcmentalhealthrights.ca to house 
the rights materials and provide visitors with links to external resources. The site 
also has a blog that can be used to expound the many rights-related issues that 
participants raised but that didn’t fit on our print materials. 
5.2  Comments on the rights-information process 
Participants were adamant that the new materials must not replace conversation. 
Some were concerned that clinicians would simply show patients the video or 
give them the print materials without further discussion to explain their rights 
and answer their questions. They hoped the new suite of tools would lead to more 
open communication with staff rather than serve as a substitute for conversation: 
Wendall: My worry would be will… will they just give these 
materials to people […] and not have a conversation about it? Like, 
is this being… if you’re giving better materials, will that kind of in-
person conversation deteriorate as well? On top of having better 
materials, I think the main part is that in-person dialogue. 
Conversation. So are we giving training to nurses about 
communicating these rights? Are we emphasizing that clear 
communication over, well, it’s just another check mark they have to 
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do as part of the checklist? […] I’m really hoping that this will be a 
launchpad for better conversations between doctors and patients. 
*** 
Éloise: I don’t think certification has to be a traumatic thing, either. 
Like, I think some people, it’s really beneficial for them, I’m sure. 
And as long as there’s, like, a conversation with the team, like, they 
just want to keep you safe. 
These statements echo those of some participants who user tested Form 13 
(Brenda, for example, thought simply being shown a video would be 
“impersonal”—see section 4.2.3). Our team agreed that we should raise this 
concern in our clinician-training program and encourage clinicians to use the 
materials to further, rather than replace, conversation with patients. 
5.3  Comprehension 
Compared with Form 13, participants generally expressed a strong preference for 
the suite of rights-communication tools, saying that they were clearer, friendlier, 
and less intimidating. I wanted to see whether the tools were also effective at 
communicating the rights in a memorable way. 
Section 3.4.8 details my methods, but I briefly reiterate the key steps here. 
Near the end of the interview session, I used a teach-back method and asked 
participants to recount in their own words what rights they recalled (see the 
script in Appendix K). 
In particular, I wanted to see whether they remembered the five rights 
highlighted in the video: 
1. the right to know where they are, 
2. the right to know why they’ve been certified, 
3. the right to ask for a review panel hearing, 
4. the right to ask for a second medical opinion, and 
5. the right to speak with a lawyer. 
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I then asked participants to elaborate on their right to a review panel hearing, 
second medical opinion, and lawyer to see if they understood the details of each 
of those rights. 
I, Dr. Kimberly Miller, and Dr. Diego Silva evaluated the transcript of their 
responses to those questions using a rubric (see Appendix L) that tracked 
participants’ recall of the five rights and ten details of the last three rights. 
Out of 16 participants, 
• 1 recalled 0 rights, 
• 1 recalled 2 rights, 
• 1 recalled 3 rights, 
• 9 recalled 4 rights, and 
• 4 recalled all 5 rights. 
In other words, 13 of the 16 participants could name at least four of their Mental 
Health Act rights as highlighted in the video. 
Participants’ recall of details about the last three rights was more modest: 
• 1 recalled 0 details, 
• 1 recalled 1 detail, 
• 4 recalled 2 details, 
• 3 recalled 4 details, 
• 3 recalled 5 details, 
• 1 recalled 6 details, and 
• 3 recalled 7 details. 
Nobody recalled more than seven of the ten details, and seven participants 
recalled more than half of the details. 
One possible contributor to the relatively low recall of details was that I asked 
participants only once to elaborate on each right. I didn’t ask follow-up questions 
because I didn’t want participants to feel challenged or threatened by my 
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questioning and because I wanted to maintain fidelity to my session script. Many 
participants answered my questions by focusing on process: for example, I asked, 
“In your own words, and based on what you saw today, what can you tell me 
about what a review panel hearing involves?” Whereas the rubric assessed 
participants’ ability to recall that: 
• the review panel is independent of the hospital, 
• the review panel decides if you should remain certified, 
• you can call witnesses, and 
• you can get representation (through the Mental Health Law Program), 
several participants answered the question by naming the form they would have 
to fill out to get a review panel hearing. Follow-up questions may have elicited 
responses that confirmed understanding of specific details in the rubric. 
Some participants also gave reasons for not recalling details: 
Shane: I should just say to the extent that I wasn’t able to really 
answer those questions, it’s more because I didn’t read every word. 
I just sort of scanned it for ease of information and comfort level 
recalling my specific situation. I think if I was there and had this 
back in… last year, I would have gone through it more carefully and 
been able to recall more in depth, so I don’t think that, you know, to 
the extent that I wasn’t able to answer the questions, I don’t think 
that’s a reflection of materials. It’s a reflection of me not reading 
them as carefully as I would if I was in the real-life situation. 
Deborah said that there were some sections she chose not to read because she 
didn’t believe the rights were accessible to her: 
Deborah: I skipped this whole section. The review panel thing. I 
feel like if I can’t convince the doctor myself to let me go, a review 
panel’s not going to help. I honestly feel like the doctor will win in 
that situation. That their knowledge and power is… I don’t… As a 
patient, I don’t think I would ever go through the finding a lawyer 
and getting a review panel. […] I would default to, “Oh, I must really 
need to be here.” Even if it made me really horribly sad and I didn’t 
feel it was right, I would still probably not go down that route, 
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because… I don’t know, we’re kind of taught the doctor’s right, 
right? 
Deborah’s comments reinforce the notion that the power imbalance between 
health care practitioner and patient may make certain rights feel out of reach. 
Fortunately, when asked whether it was clear from the materials where patients 
could look for more information, all 16 participants answered that it was. 
Some patients may not be motivated to access their rights, but those who are can 
easily find information on their options. 
5.4  Empowerment of patient partners 
Patient-oriented research (see section 3.4.1) aims to empower patient partners to 
engage in decision-making roles within the research process so that the results 
will be relevant to the patient population. Given the generally positive reaction to 
our suite of rights-communication tools (see section 5.1), our team appears to 
have succeeded in creating materials relevant to involuntary patients. 
But did we empower our patient partners J. Wang and Andrew Woods? 
In section 1.5 I introduced Linhorst’s conditions for patient empowerment: 
Conditions internal to the person with mental illness 
• Managed psychiatric symptoms 
• Participation skills 
• Psychological readiness 
Conditions involving the person’s environment 
• Mutual trust and respect 
• Reciprocal concrete incentives 
• Availability of choices 
• Participation structures and processes 
• Access to resources 
• Supportive culture (Adapted from Linhorst 2006, Table 4.1) 
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The rest of the team relied on the patient partners to assess their own internal 
conditions, but both patient partners seemed to meet them. They reliably 
attended team meetings and readily volunteered opinions in online and in-person 
discussions. Their contributions were pivotal to the content and tone of the final 
rights materials. 
Our use of a consensus-based decision-making model helped ensure that all team 
members would have a chance to offer input and built the foundation of mutual 
trust and respect. Patient partners were paid—that is, offered concrete 
incentives—for their participation. By giving patient partners control over 
drafting the video script, they were able to make choices that would tangibly 
change the trajectory of the project. Meetings and email conversations were 
structured to encourage patient partner participation. Our project grant gave our 
team the resources to enact the patient partners’ vision for the rights tools. Other 
team members helped perpetuate a culture of mutual support, and I provided 
editorial support when the patient partners drafted the suite of rights-
communication tools. 
The patient partners’ contributions yielded communication tools that appear to 
meet most of involuntary patients’ information needs, as confirmed via user 
testing, and take into account the often confusing and stressful experience of 
certification. The patient partners offered ideas—including developing a relatively 
text-heavy poster and making the video a focus of group sessions—that a team 
without patient involvement may not have considered, they gave direction on the 
composition of the illustrations so that they would authentically reflect their 
hospitalization experiences, and they played a central role in the clinician-
training program that our team developed to implement these communication 
tools in the clinical setting (see section 7.4). 
The project seems to have benefited them as well. Andrew said it gave him a 
sense of purpose: 
Our work meant a lot to me even if I wasn’t able to fully immerse 
myself in it. It got me out and I met some people. Gave me some 
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purpose. And overall a very positive experience. (personal 
communication, 2018-09-16) 
J. Wang wrote, after a team meeting, “I felt the team really listened to me.” 
Perhaps most encouraging is that both patient partners found ways to remain 
engaged even after the project funding ended. Andrew advocated on behalf of the 
team to a health authority’s local Mental Health and Substance Use Consumer 
Advisory Committee, and J. Wang enthusiastically agreed to review the 
Simplified Chinese translation of our rights materials, saying, “I would love to be 
a part of this.” 
This project demonstrates that providing financial, editorial, and moral support 
to patient partners as they steer the content of patient education materials is one 
effective option for objective patient empowerment. Although our patient 
partners weren’t fully empowered to set the research question and study design, 
the collaboration seemed to be mutually beneficial. 
However, the valuable insights we gained from user testing also show that patient 
co-creation doesn’t obviate testing. Both are necessary and mutually reinforcing 
over the iterations of the testing process. 
5.5  Limitations of this study 
Despite my efforts to reach older populations through organizations that serve 
seniors with mental illness, such as the MPA Society’s Byron House and the 
Sanford Housing Society’s Smith Yuen Apartments, the age of the oldest 
participant in this round of user testing was 56 years (see section 3.4.6 for a 
description of my sample). As mentioned in section 1.3.1, in the 2015/2016 fiscal 
year, there were 2,418 involuntary admissions of people over the age of 60, 
representing 12.1% of the 20,008 total involuntary admissions (BCMH 2017). 
This population of older British Columbians was completely unrepresented in my 
sample and may have different communication needs. A related limitation is that 
my sample didn’t have representation from someone with an organic disorder 
like Alzheimer’s disease or Parkinson’s disease. 
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Because I recruited mostly with written ads and posters in English, I may not 
have reached many people with lower English literacy. 
All participants had been certified in the past. Although many were able to recall 
their experiences of hospitalization, user testing the documents in situ, with 
people currently admitted to hospital under the Mental Health Act, may have 
uncovered more of the issues related to the comprehensibility and 
appropriateness of the documents when people were most ill and possibly 
cognitively compromised. However, difficulties in accessing hospital sites and the 
fact that I’m not qualified to assess competency to consent limited my approach. 
Some changes to the suite of tools, like the final format of the timeline (see 
section 5.1.1.3.3), and the addition of the smaller, more succinct poster (see 
section 5.1.2.1), were made in response to participants’ comments from the third 
round of user testing, and our project schedule and budget accommodated only 
three rounds. As a result, these changes themselves were never tested with people 
who had experienced involuntary hospitalization. We relied on our patient 
partners for feedback and approval for those features but can’t be certain that 
they adequately addressed participants’ concerns that the format of the original 
timeline would cause anxiety in some patients and that the poster had too much 
text to read. Because of time constraints, instead of recruiting for yet another 
round of testing, we chose to raise the prospect of patient anxiety about the 
timeline in our clinician-training program, with a suggestion that clinicians 
emphasize to patients that they will be decertified when they stop meeting the 
criteria, regardless of which certification period they are in. 
The comprehension assessment was limited in several ways. As mentioned, 
participants’ interpretation of my teach-back questions (see section 5.3) 
occasionally led to answers that focused more on process details rather than facts 
I sought in my evaluation rubric. In hindsight, allowing follow-up questions may 
have yielded a more accurate picture of participants’ understanding. Further, 
participants were exposed to all of the materials at once, and the information 
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from one tool may have reinforced their understanding from another, in a way 
that would not necessarily be replicated in the clinical setting. 
Because I was involved in creating the new suite of tools, I may have been biased 
by a desire to see the tools succeed, and that bias may have prompted my 
participants to be deferential to me and tell me what I wanted to hear. Using an 
independent researcher to facilitate the sessions may have mitigated that bias 
and uncovered additional problems with the materials, although the participants’ 
frank criticism of such components as the tone of the video narration (see 
section 5.1.4), the amount of text on the poster (see section 5.1.2.1), and the 
format of the timeline (see section 5.1.1.3.3) suggest that most of my participants 
were comfortable giving honest critical assessments of the materials. 
Finally, although I asked team members for feedback after every team activity, I 
would have been better able to assess patient partners’ satisfaction with their 
participation in the project and their sense of empowerment if I had allotted time 
and resources for an in-depth interview about their experiences, conducted by an 
independent researcher. 
5.6  Summary of major themes 
Participants found the new suite of communication tools easier to understand 
and more approachable than Form 13. Based on participant feedback, our team: 
• further simplified the language, 
• changed the timeline graphic in an attempt to provoke less anxiety about 
the possibility of long-term detention, and 
• added a smaller, simpler poster to supplement the more detailed, text-
heavy poster, 
among other changes to improve usability and clarity. 
Participants especially appreciated the wallet card and the video. They liked the 
function of the wallet card as a reminder of their rights in the community and as a 
way to keep important contact information but also suggested that patients may 
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benefit from seeing the card in hospital because it is more succinct and digestible 
compared with the detailed pamphlet. Participants liked the video because it 
didn’t require reading and because it presented the information in a neutral and 
consistent way. 
Their chief concerns about the communication tools were that: 
• hospital units may not have the technology to show the video, 
• the tools may replace, rather than supplement, meaningful interaction 
with clinicians, 
• the tools were available only in English, and 
• the tools were limited in the amount of information they could give and 
couldn’t expound hospital-specific policies about day-to-day concerns like 
clothing privileges. 
Our team aimed to address some of these issues in our clinician-training program 
(see section 7.4). 
When asked to recall their rights based on the suite of communication tools, 13 of 
16 participants were able to name at least four of the five rights highlighted in the 
video. Recall of details pertaining to each right was modest, but this result may 
have been due to the inflexibility of the data collection and assessment rubric. 
Developing and psychometrically validating a tool to evaluate comprehension 
with a larger sample may yield more reliable results but is beyond the scope of 
this study. 
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6  Results—the rights-information process 
That us-against-them feeling between people with 
mental health issues and the people trying to help 
them… I don’t even know if this is the right place to 
say that, but from the doctor’s side of the game, you 
want to be able to convince this person to get 
treatment happily, right? And so, like—they didn’t 
even talk to me. […] And… and when you’re in, it does 
not… you do not feel like you are an equal in any way, 
shape, or form. And, oh, so many smart people, 
right? Like they’re not… we are not dumb people, 
right? So… a way to have… have it be a little bit less 
“us and them” and still let them know their rights? I 
don’t know. —Deborah 
Together, the two rounds of user testing—the first on Form 13 and the second on 
our new suite of communication tools—yielded interviews with 34 people who 
had experienced certification. 
On top of feedback about the documents themselves, presented in Chapters 4 and 
5, these interviews offered insights into patients’ experiences of the rights-
information process and involuntary hospitalization, which I gathered through an 
inductive approach to thematic analysis on the full set of interview transcripts, 
using methods detailed in section 3.5. 
I’ve organized the results into the following thematic categories: 
• What do patients want to know? 
• Who should tell patients about their rights? 
• When should patients be told about their rights? 
• Why should patients be told about their rights? 
• Written law versus practice 
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• Beyond rights information 
Participants’ names in this chapter are the same pseudonyms I assigned and used 
in Chapters 4 and 5. 
6.1  What do patients want to know? 
Much of this question was addressed when my patient-oriented research team 
developed the content of the new suite of rights-communication tools (Chapter 5) 
based on feedback from Form 13 user testing (Chapter 4). But interview 
participants also mentioned wanting to receive information about their 
certification or hospital stay that was related to but beyond the scope of the 
Mental Health Act rights-information materials. 
6.1.1 Reasons for involuntary hospitalization 
Several participants during Form 13 user testing (Chapter 4) identified reasons 
for involuntary hospitalization as the most important information for patients to 
know. In section 2.3.3.2 I presented two sides of the legal debate over how much 
detail is needed to satisfy this Charter requirement. Is it enough for patients to be 
told that they meet the four certification criteria? Or should they get to see their 
medical certificate (Form 4) or renewal certificate (Form 6), on which the doctor 
is supposed to detail how they meet the four certification criteria? 
In practice, according to participants’ comments, physical copies of Form 4 seem 
to be rarely given to patients while they’re in the hospital: 
Jasmine: I’ve never had a copy of my medical certificate. In all 
my… in all my years of dealing with the psychiatric people. And I’ve 
asked. And I’ve had to… and I’ve had to jump hoops to try to get 
them, and they’ve made it very hard for me to get them. 
*** 
Ursula: So they’re all written on the medical certificate. That is 
the… that is the standard medical thing. OK, as I understand it. Is it, 
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is it Form 4? […] I never saw that. I don’t recall ever seeing that 
when I was committed. Ever. For any of them. In BC. 
*** 
IC: And when you were hospitalized, did you ever request to see 
your certificate and did they ever let you see the certificate? 
Form 4? 
Ben: Never even heard of it. [Laughs] 
Ethan was allowed to see his certificate but was not given a copy. For him, seeing 
it was enough to give him the information he felt he needed about the reasons for 
his hospitalization: 
Ethan: I think I was allowed to see it. Like I asked, “Can I see this? 
Can I read this?” But I didn’t get a copy of it, no. But, I, honestly I 
felt I was OK with that. Like I was OK with being allowed to read it, 
and, you know, here are the reasons, and I’m, like, OK, this is 
accurate to where… what I’m doing right now. 
Other participants who were not shown their certificate would have found it 
helpful to see, so that they could better understand why they were in the hospital 
and could engage in their treatment planning: 
Abby: Here, it says that “The reasons the medical doctor thinks you 
should be here are written on a medical certificate. You may have a 
copy of the medical certificate unless the hospital believes that… 
blah blah… cause serious harm”? I’ve never seen that in practice 
before, that a patient would be given their medical certificate—like, 
their Form 5, or Form 4. Yeah. So, I feel like I would like to see it. 
*** 
IC: Did you get a chance to see your Form 4s or your certificates 
while you were… 
Michelle: No. […] And I was in the hospital twice for over three 
months, so… 
IC: Would you… Would that have helped? Would you have liked to 
see them? 
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Michelle: Yeah, that would have been great. I mean, it would 
have… yeah… everything that you’ve said, including the… being able 
to see your own certificates, including these [rights] materials, it’s 
great in what you’re trying to achieve, which is giving the patients a 
sense of agency in their own treatment, right? 
Many participants said that a health care practitioner’s act of reviewing the 
certificate and Form 13 and explaining why they believed using the Mental 
Health Act was appropriate for the patient’s situation could reduce the patient’s 
fear about hospitalization and help establish trust with the patient: 
Shane: When you realize that you’re there against your will, it’s… 
it’s frightening, and it would be nice if somebody could explain to 
you, “It’s just because you’ve met these criterias.” And if those 
criterias are set out clearly, most people will understand: “OK, I get 
that. I’m going through a tough time. It’s for my protection. It’s for 
my benefit.” But without that, you kind of think, “Wow, I’ve lost 
some freedom,” and it’s scary, because most people’s only relation 
to that is in the criminal context, and I’m not a criminal; I’ve never 
been to jail. My only restriction of freedom has ever been this 
experience, and to not fully understand it was frightening for me. 
*** 
Éloise: I think if the doctor that is going to prescribe medication 
and make the decisions sat down with me the first time and went 
over [the forms], I think it would really foster trust and, like, “Oh, 
OK, this doctor who’s treating me—he is also aware of my rights.” 
6.1.2 Involuntary status 
Not only did some participants report not being told the reasons for their 
certification, but several said they weren’t even explicitly told they’d been 
certified, with some finding out only when they tried to leave: 
Dina: I was never told specifically that I was being certified. I kind 
of had to wait until I wanted to go outside for a cigarette, and they 
said, “Well, you can’t leave.” So I don’t think when people are 
certified, they’re really made aware of their rights. There is a bit of a 
breakdown in communication. From doctor to patient. 
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*** 
Lana: I know that, like, the one instance that stands out for me the 
most that… in terms of shocking… of not being told I was certified—
well, obviously, the time I was put in seclusion, because you would 
think if you’re in seclusion you’re certified, pretty much, and I 
wasn’t told that. But then another time I had gone into the 
emergency room, and the emergency room doctor said, “Oh, we’ll 
get one of the psych nurses to come down and speak with you,” and 
I was used to that—like, I know the psych assessment by heart 
now—but they showed up and they said, “OK, you’ve got to get 
changed out of your clothes. We’re going to go upstairs to the unit.” 
And I was, like, “Why are we going to the unit? Don’t I get an 
assessment?” And the psych nurse said, “Well, the doc… the ER 
doctor wants you to stay, so we’ll give you an assessment upstairs 
on the unit.” And the ER doc… it wasn’t even the doctor who had 
told me that I was being certified—it was just… the psych nurse 
showed up, and I was caught off guard. Like, “Oh, I’m staying?” 
Like, I didn’t feel like I was even given a chance because… I wasn’t 
even given a chance to tell what was going on. But I think based on 
my history, they just automatically certified me. 
*** 
Deborah: I got, um… I walked in on my own accord. I’ve always… 
I’ve been hospitalized three times. I walked in on my own accord on 
all three and didn’t find out till I wanted to leave that they’d 
certified me. Didn’t really know how that had happened when I’d 
walked in under my own steam. Not entirely sure me leaving at that 
point would have been a good idea or a bad idea. They might have 
been right, they might have been wrong, but, yeah, didn’t like the 
feeling that I had no control or information over that at all. 
*** 
Shane: It was scary. And I didn’t even realize for the first two or 
three days that I was there involuntarily. All of a sudden I realized I 
can’t leave, and so I started asking [about the Mental Health Act 
and rights], and they just handed me a binder. […] Yeah, it wasn’t 
very helpful. 
Many of these participants said that this lack of communication left them feeling 
dehumanized and disrespected, jeopardizing their trust in the mental health 
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system—to the point where they would avoid seeking care at a hospital in the 
future: 
Deborah: I don’t think a single person talked to me like I was a 
human being in the entire stay. […] The worst thing about going in 
as voluntary and having such a horrible experience is, I don’t trust 
that system. […] I don’t want to go anywhere near the hospital again. 
And it’s not… Sure, you want to keep me out of the hospital—that’s 
all our goals—but I shouldn’t be scared of going there, right? That’s 
not a good system if I’m scared of going there. 
Most of the participants felt that telling a patient they were certified was the 
responsibility of the doctor signing the certificate, although they were much more 
divided on who should give them rights information (see section 6.2). 
6.1.3 Hospital-specific rules and privileges 
Many participants mentioned that, when they were first certified, the Mental 
Health Act rights—including the right to counsel and the right to apply for a 
review panel hearing—seemed abstract compared with their more concrete and 
immediate concerns about what they could and couldn’t do at that moment. They 
wanted to know, for example, whether they could wear their own clothes and 
when they could take breaks, when family and friends could visit, and how their 
hospitalization might affect their job, housing, or insurance: 
Monica: Yeah… Maybe… I guess this isn’t really under the 
spectrum of the Mental Health Act but, like, information about 
what things can be taken away and given to you. Like, on the units, 
they tend to use things like, I don’t know, like, clothing privileges or 
break privileges or passes as kind of bargaining chips, and it would 
be nice to know a little bit more about, like, what you’re actually 
entitled to. Oh, and then maybe things like meal choices or, like, if 
you have dietary restrictions, like, what kind of rights you have 
around those things, too. So more, like, rights… rights that you have 
while in hospital. 
*** 
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Michelle: When I was first involuntarily hospitalized, aside from 
not necessarily being in the right state of mind to really be thinking 
about all this—this is stuff that maybe my family would probably be 
more interested in—the first things I was really thinking of is, 
“When can I wear my own clothes? When can I bring stuff in? 
When can I start leaving the hospital on breaks?” You know? 
*** 
Eve: I tried to stay in my clothes for as long as possible until they 
insisted, but I just wasn’t sure, like, whether I had the right to say, 
“No,” like, “I’m not putting on your ugly pyjamas.” […] I was moved 
from the ER to the unit, and… like… by security guards, and they 
insisted that I be in a wheelchair, and I’d been sitting for 18 hours, 
so I didn’t want to be in a wheelchair. But they insisted. And I was 
just, like, I just didn’t know, like, do I have any right to say, 
“Actually, I really want to walk,” or are you going to tackle me and 
put me in the wheelchair? 
*** 
Éloise: You’re just, like, you know, is [certification] gonna affect 
my job, and, like, is that gonna affect, like… like, your, like, records 
in any way, or if it’s going to affect, like, your insurance or, like, all 
that stuff. I think people and I would benefit from knowing that. 
What’s clear from the participants’ responses is that transparency and clarity 
about these policies is important to (a) building trust and (b) mitigating the lack 
of control and element of arbitrariness they feel are associated with health care 
practitioners’ power to grant or deny certain privileges. 
6.1.4 Information and rights at discharge 
Many participants expressed concern that their encounters with the mental 
health system would leave them more vulnerable to being certified again in the 
future. Whether they were discharged or placed on extended leave, they wanted 
clarity on what they could and couldn’t do when they left the hospital: 
Vonda: There should also probably be rights surrounding 
discharge or something explained around the concept… like, so that 
you’re not just setting people up for readmission. 
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*** 
Abby: There should maybe even be a separate form for things like 
extended leave and community treatment orders because right now, 
Form 13 is still used for extended leave as well. But it never, like… 
nothing on it tells you what extended leave is. 
*** 
Monica: I just get the sense, like, whether or not it’s true under the 
law, I’ve gotten the sense… like both personally and with other, like, 
people I’ve… other friends and people that I’ve known who have 
had contact with the mental health system, that there’s a strong 
feeling that even outside of hospital, once you’ve had contact and, 
like, you’re kind of in the system that it feels like your rights are less 
secure than the rights of everyone else, and so having some 
information about, like, what your rights are as someone who has 
been certified but is, like, now being discharged. 
These statements identify a need for clarity and reassurance of patients’ rights 
throughout their hospitalization, from admission through to discharge. 
6.2  Who should tell patients about their rights? 
Eleven of the 34 participants interviewed said they preferred hearing rights 
information from nursing staff because nurses were most likely to be caring and 
sympathetic. Here is a sample of their comments: 
Dina: In my experience, I don’t know what other wards in the 
hospital are like and how they function, but in my ward that I’ve 
been certified on, the eating disorder ward, I would probably like to 
hear it from the nurse. The medical doctors and psychiatrists, they 
just kind of treat you like a number. And they’re extremely sterile 
and just kind of non… not caring. So I think the nurses would be 
ideal for that sort of role. 
*** 
Shane: One of the nurses, because they’re really good people and 
have a tough job. They were very, very kind. I… I felt comfortable 
with them right away. Um, going through this would have been 
good, initially. The doctor, when he comes in, it’s sort of a dun-dun-
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dun moment. You know, it’s kind of scary, and they’re, like, oh… 
They don’t have a lot of time, you’re waiting a long time to see them, 
so you feel rushed, and you don’t really have that comfort level to go 
through a form like this with the doctor. And you have so many 
questions about your treatment and what’s gonna happen that you 
really don’t even care about this kind of stuff, so going through it 
separately with the nurse would have been very helpful. 
*** 
Ian: I would feel more comfortable with a nurse—going through it 
with the nurses. The doctors you see only once in a while. The 
nurses just seem more friendly, I guess. Or open. 
*** 
Monica: Probably… I think, like, a nurse or a social worker would 
be the most comfortable. They tend to vary greatly in quality, but I 
think the most sympathetic and, like, of the nice ones, the most 
sympathetic characters in the units are usually the nurses. 
Four participants said from the outset that they would prefer an independent 
legal advocate giving them rights information. Their reasons for this preference 
were that a legal advocate would be more likely (a) to have a good understanding 
of the Mental Health Act and (b) to give information impartially, without an 
agenda of forcing compliance with a particular treatment plan: 
Trevor: Maybe, like, a legal advocate or, like, they should have, like, 
somebody there that actually, like, deals with the law. […] Or maybe, 
like, a lawyer that should do it, like, how they have, like, a… when 
you, like, go to a cop station, you could call a lawyer for free, and it’s 
a legal aid service, like, some sort of service like that. 
Rights information aside, Eve mentioned that she would have benefited from the 
services of an advocate to help her understand her situation and her options: 
Eve: I do wonder if there are any other, kind of, patient advocates 
beyond, like, beyond a lawyer, ’cause it does seem a bit… it’s like the 
burden is on you as a patient to be able to advocate for yourself. […] 
Like, there’s nobody really to help you navigate these things. 
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Five participants hadn’t considered the possibility of an independent rights 
advisor but liked the idea when I mentioned it. 
Others, however, stuck with their original choice, expressing uncertainty about 
how they’d react to a person from outside the hospital that they didn’t know and 
weren’t sure they could trust: 
Ben: I think if I were to be read them, I’d want it to be someone I 
trust. […] I’d want someone to ask me who I trust most. […] Not like 
a family member or friend but someone involved in my treatment, 
be it a nurse or my doctor or my social worker. I don’t like the idea 
of a lawyer coming in and reading it, just because I think an 
unfamiliar face would be kind of a daunting experience, to have 
those rights read to you by someone you’re not familiar with. 
*** 
Lana: I think I’d still prefer just to hear from the psych nurse. I 
think I’d be a little daunted… like, if a… I’ve never had to deal with a 
lawyer and [if] a lawyer showed up to… or, you know, some sort of 
legal advocate showed up to read me my rights, I would feel like… 
pretty intimidated by that, you know, like “Am I supposed to be 
challenging this?” or, like, whereas it doesn’t have to be a legal 
thing? 
In fact, some participants saw a possible conflict of interest in legal advocates 
giving rights advice if they would also be the ones representing patients at review 
panel hearings: 
Vonda: So… that’s probably a good idea on the lawyers’ parts if 
they’re actually going to drum up business from it. 
*** 
Jim: So that society was actually a… um… isn’t that, like, a conflict 
of interest or something like that? If it’s an actual legal firm that’s 
sponsoring that, they might be anticipating business I guess, right? 
A few participants said the person giving rights information could be someone 
who worked in the hospital—including social workers, peers, or even 
administrative staff—but who wasn’t directly involved in the patient’s care. The 
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implication seems to be that they would be more receptive to information coming 
from a person who didn’t have power and authority over their treatment: 
Jacob: Ideally, it would be nice if it was an advocate or a… or 
possibly even the psych nurse, but, you know, it would be better if it 
wasn’t coming from someone with perceived authority, you know? 
Maybe if they have peer support workers or mental… whatever, if 
they have, like, a mental health advocate, something like that would 
be ideal. But I’m sure costly. […] The preference would be not the 
clinical staff, ’cause, like, the conflict of interest. The motivation is 
different. 
*** 
Helen: I think somebody who’s not in too much of a position of 
authority over you. When it’s the doctors and psychiatrists talking 
to you, there’s very much the feeling of “I have to do what they tell 
me or I’m at risk of being certified for longer.” It would be nicer… I 
know the nurses are, like, completely overwhelmed and completely 
busy. I think them or even somebody who makes it clear that 
they’re not necessarily involved in your direct treatment. I know 
social workers are completely overwhelmed at hospitals, too, but, 
um, like somebody who is clear that they… their agenda is not to 
force you to partake in any treatments but their agenda is to supply 
you with all the information that you need. That would be nice. I 
know it’s not necessarily very realistic. But somebody who feels as 
much like that a peer in that situation as possible. 
*** 
Felicia: Social workers are usually on your side, right? Having a 
social worker might be good, to read your rights. […] ’Cause doctors 
and nurses, like, I really find that they’re against me, anyway, 
because they only want to medicate you. But the social worker is 
more, like, on your side, kind of. At least they don’t enforce the 
medication on you. Right? 
*** 
Mary: OK, so probably not the nurse who is first giving you 
medication. I would… my personal opinion is it should be someone 
who obviously is working at the hospital but is… Sometimes they 
have work… um, what do you call it? […] The social workers. Yeah, 
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the social workers that work with you. […] Someone who’s not… 
someone who’s not focused on my current physical situation and 
my medication and taking my blood pressure but who is focused on 
more of the social, like, things… yeah… social relations and that 
aspect. 
*** 
Wendall: Oh, that’s hard to say, because nurses vary so much, and 
doctors vary so much, so sometimes you have a good nurse and a 
terrible doctor, and sometimes you’ve got a really good doctor and a 
terrible nurse. […] Like, ideally, it would probably be someone 
who’s not directly involved in your care, because that might 
influence what they want to tell you, because they want to get you to 
comply to whatever they’re prescribing. But if someone more 
independent… even someone that’s, you know, an admin worker 
who is given proper training. […] 
IC: [The Community Legal Assistance Society] had contracts with 
hospitals to send lawyers or paralegals into hospitals to give people 
their rights. So that’s one option. Another option would be a social 
worker. And then a third option would be a peer navigator. So with, 
like, nurses, doctors, independent lawyer or paralegal, social worker, 
peer advocate—do you have any preference out of those? 
Wendall: Oh, absolutely peer advocate. Absolutely. Anyone who’s 
gone through the same thing, number one. 
The enthusiasm for peer advocates wasn’t shared by several interviewees, who 
expressed concern that peers were in various stages of recovery themselves and 
may not know how to answer questions about the Mental Health Act. 
Ron: Well, a lot of the peers tend to be quite crazy, actually, when it 
comes down to it. Some of this peer support stuff hasn’t been 
working out too well. […] From what I hear, a lot of these peer 
support workers who are trained these days through Vancouver 
Coastal Health is they aren’t… um, it’s, uh… A lot of them, yeah, it’s, 




IC: OK. How would you feel about peers giving you rights 
information? 
Michelle: Like other hospital patients? 
IC: Well, peer facilitators or peer navigators—people who’ve been 
through… 
Michelle: Oh, um. I would feel on the fence about it, to be honest. 
Yeah, if it was, like, in a… in a workshop-type scenario, then I would 
be more open to it, but, you know, obviously, I would prefer, like, a 
nurse over… over, like, a peer. 
Yet, notably, some participants told me they had first learned about their rights 
from other patients because staff hadn’t given them complete rights information: 
Ron: Like, sometimes when they would talk about someone, 
someone, uh, going in the hospital and going through the review 
panel kind of thing and getting… and getting out, like, that’s how I 
heard about some of that stuff. 
*** 
Ben: The review panel, I learned from other patients. […] Over the 
course of any hospitalization, you learn all these [rights], but half of 
them’s from the other patients, half of them from the doctors, half 
of them… or another, you know, third from the nurses, so you hear 
them fragmented throughout the course of your hospitalization. 
*** 
IC: And when you were discussing some of these rights with other 
people in the unit, was it usually just other patients, or would you 
ever talk about these kinds of rights with staff or anybody else that 
came in? 
Monica: Uh, it was almost exclusively other patients, I think. Yeah, 
I think there’s, like, a real hesitancy to discuss rights with staff 
because you don’t want to be seen as, like, difficult or making 
trouble. […] I guess a lot of what I would have wanted to change 
around, like, knowing about rights under the Mental Health Act 
and stuff wouldn’t necessarily be… I mean, having more materials 
might be helpful, but a lot of it is just… I find that in my experience 
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a lot of the time, […] if you do see this form, it’s sort of thrust at you 
to sign very quickly. 
Their comments suggest that patients regularly talk about rights among 
themselves, regardless of how well they are first informed by staff. 
Three participants specifically mentioned preferring to hear their rights from 
their doctor. They considered rights communication part of the larger discussion 
about their treatment plan: 
Jim: Like, for myself, personally, I’d prefer to have the doctor. […] 
It really helps if it’s communicated and then the individual can ask 
questions if questions pop up. 
*** 
Éloise: I’d say probably a doctor. […] The nurses—they kind of just, 
I think, in my experience, they just kind of hand you the form while 
you’re… you know, it’s kind of very, like, “OK, sign this, bye!” But 
then if it’s, like, in an… in an office, where you’re sitting down, it’s 
like an appointment. 
*** 
Michelle: Honestly, ideally the doctor, but I feel like most of the 
time it’s going to be the nurse. […] Although, that being said, I 
would like my actual, like, psychiatrist in the hospital go through 
it… not necessarily the attending ER doctor. 
Some participants said that who told them about their rights wasn’t important, as 
long as it was done and staff practices reflected a culture of respecting patients’ 
rights: 
Vonda: It doesn’t matter who reads me this document if you turn 
around and contravene it left, right, and centre. So it’s kind of like… 
I’m not even frustrated that I wasn’t read the rights. […] I don’t care 
who reads it to me—like, it really doesn’t matter, if that’s your 
ultimate question—so… who reads it doesn’t matter; the fact that it 
is actually practised is more important. 
*** 
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Abby: I think as long as they’re stated to me and, like, explained to 
me, I’m OK. 
*** 
Yevhen: I think for me, like, it wasn’t so much the position of the 
person that I was interacting with. It was more, like, their ability to 
connect with me or my… my sense of safety. 
*** 
Roger: I mean, it could be anyone. […] I think it’s a lot about the 
respect with all these situations. If a person’s gonna show you 
respect, then you’re gonna listen, and you’re gonna be thankful. If a 
person’s stigmatizing and condescending, you could be triggering 
that person. 
And two participants would have liked to have a friend or family member 
involved in explaining rights information, to ensure communication had taken 
place: 
Kiki: What you need is a friend or a sponsor that you trust that will 
be there with you that knows you and will… and knows you so they 
know how to two-way communicate […] to try to explain it to you. 
[…] They [can] tell you, like, “She just doesn’t understand what’s 
going on right now, so the time’s not right.” […] They can tell by my 
facial expressions, because they know me. 
*** 
Deborah: I would like it to be a nurse, but I would like my 
husband, the person I trust, to read that to me within a nurse’s 
presence. […] Or a doctor’s presence or, like, some other third 
person present. Doesn’t have to be, but it would help if it was read 
to me by someone [who] would know me well enough to stop and 
go, “Did you get that?” Right? Like, “Are you clear?” ’Cause, yeah. 
Didn’t happen. 
Because participants’ preferences in who should give them rights information 
were likely to vary based on their experiences and circumstances, Deborah, along 
with another participant, Macy, suggested that flexibility in who gives rights 
information would allow each patient to choose the best option for them: 
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Deborah: But depends on whether you have someone intelligent 
as that trusted person, right? […] An outside legal person coming in, 
I think for somebody who didn’t have somebody trusted, would be 
awesome. 
*** 
Macy: If I was feeling angry at being certified and angry at the 
facility and the doctors and everyone, I would want an outside 
person to come and tell me about my rights, ’cause I don’t trust the 
people I’m with right now. On the other hand, if I’m feeling safe 
there and supported, then I wouldn’t want someone else from the 
outside coming, ’cause I don’t know who they are… “Who is this 
person?” So having the choice depending on the circumstance 
would be kind of ideal. 
6.3  When should patients be told about their rights? 
Many participants said that their chief concern about having an independent 
person give rights information was the possible delay between admission and 
being told about their rights: 
Ethan: I would love, you know, an independent advocate. […] The 
one thing I kind of appreciate [about getting rights information 
from the doctor or nurse], you’re getting it… you’re getting 
something right on the spot. […] I mean, if I had to wait, like, a day, 
for an independent advocate to come give me my rights, that would 
make me really uncomfortable. Yeah, like, I would not want to be in 
limbo like that, which would be my concern with any kind of, like, 
outside organization. 
*** 
Diane: Legal assistance programs are fantastic, but, you know, 
there may be a gap, you know? If there’s a holiday or something 
between getting the patient the information and having somebody 
come in. 
Mary, who said she would have liked a social worker, or someone not on her 
treatment team, to give her rights information, conceded that these staff 
members may not be available during certain times of day. 
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Mary: The social workers aren’t always there. They’re just there 
during the day, so if you were admitted at night… I mean it depends 
on whether you want this to be done within the first two or three 
hours of the person being admitted. It should be. 
IC: OK. You think it should be done as soon as you’re admitted. 
Mary: Yeah. Yeah. I think it’s part of the admission process, so 
that’s why the nurses currently are doing it, because they’re there 
24 hours. 
Like Mary, many participants believed that they should hear their rights 
immediately upon admission: 
IC: When do you think patients should see these rights? 
Dina: Well, as soon as they’re admitted… or as soon as they’re 
certified, anyway. […] I don’t think it should wait. 
*** 
Shantih: I think patients should have to even know this at least, 
from the beginning or something. Like, obviously, I got admitted to, 
like, PAU [Psychiatric Assessment Unit], and, wow, this wasn’t read 
to me at all. 
Other participants acknowledged that, at the time of certification, they would not 
have understood this rights information, either because of their mental illness or 
the effects of medications: 
Kiki: I was so drugged up! I don’t know! I was going through a 
psychotic thing, so maybe the time was wrong then, right? I’m out 
of my head. Although I think that they’re all crazy and I’m the one 
that makes any sense. So it’s not the time! 
*** 
Michelle: This is not stuff that you are really in the state of mind 
to… to really comprehend until after your first week. […] But, yeah. 
I guess that would be my main thoughts: if you want to make the 
most out of this [suite of communication tools], is to either present 
it, like, maybe a week later, or re-present a week later. 
*** 
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Éloise: Well, I was usually certified at night, so I don’t think… At 
3 a.m., like, the last thing I want is to hear my rights. So maybe let a 
little time pass. But definitely within the first, like, at the most, like, 
24 hours, I’d say. 
*** 
Shane: Um, I don’t know if I was in a position to, because I… this 
whole thing was as a result of a suicide attempt, so I… I had taken a 
lot of prescription medication, and I don’t think I was really 
immediately in a position to understand, ’cause I was recovering 
from… from that. But as soon as I was able to understand, I would 
have liked to have known, and that was… that point would have 
been far earlier than the point that I asked what’s going on. 
Because patients may not be in a state of mind to understand rights information 
at admission, several participants noted the need to repeat it to ensure the patient 
has several opportunities to hear it: 
Ben: I see the need to inform patients right off… right away… their 
legal rights, but I feel they also are, like, more effective and sink in 
better if they’re told this… or it’s reiterated when they’re feeling 
better or more stable or, maybe, like, you know, throughout the 
course of their hospitalization, it might have more of an impact? 
*** 
Lana: I think when you’re certified—depending on, obviously, your 
state of mind at the time in terms of being able to understand that 
information… I think what’s also really important is that if someone 
comes into the emergency room and they’re super-distressed or 
they’re experiencing psychosis and not going to understand this 
information, I think once they’ve been given medication, whether 
it’s an hour down the road, six hours down the road, or, you know, 
takes 12 hours for it to take effect, I think someone has to attempt 
again to give that information, because I think sometimes it’s given 
and the person’s not in a frame of mind where they’re gonna 
remember or they’re given medication that’s gonna make them 
forget, I think it has to be repeated. It’s not enough to say, “Oh we 
did our due diligence and did our duty and read them the rights but 
they weren’t in a position…” I think, I mean, you hear all these… all 
the news about, like, consent and, you know, sexual assault and 
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consent, and it’s like, well, I mean the person isn’t consenting to be 
certified—that’s the whole point—but that they should be given that 
information in a frame of mind that they are receiving it, you know, 
at least as much as possible. 
A few participants suggested that they would have liked to have received rights 
information while they waited to be assessed, before they were officially certified. 
They said that they might be more receptive to information during that relatively 
quiet waiting period compared with the time after admission, when they’d likely 
be preoccupied by details about their hospitalization and treatment: 
Ron: Well, they basically sat you down in a bed, and you’re in a 
waiting room anyway, so they’re going to at some point interview 
you anyway, so it would be best to do that when they interview you, 
kind of thing. When… when you’re, like, coming in. Because they 
quite often make you sit there for a long time before you get seen. 
*** 
Helen: In the psych ER, there were points… they are quite careful 
to keep it, like, darker and quieter in there and let you kind of just 
do your thing as much as is reasonable to keep you calm, and there 
were a lot of points during, like, the pre–entering the ward itself 
that I think would have been a lot better for me to understand this 
stuff. […] I’d been taken in the ambulance to the ER. Like, I wasn’t 
going anywhere, and everybody knew that. And I knew that. So I 
think it would have been… For me, in my personal situation, it 
would have been better than after you kind of… you go through the 
curtain and everything changes. 
Ursula, another participant, said that between being picked up by the police and 
arriving at the hospital was a period of uncertainty where it wasn’t clear what 
rights she had: 
Ursula: What if you’re with the police… What if you’ve been 
committed by the police and you say, “Where are my rights?” and 
they say, “Oh yeah, we’ll get to it in the hospital,” and then there’s 
nobody there and there’s no list of lawyers, there’s no legal aid, 
there’s nothing. And they say, “Oh, we’ll do that when we get there.” 
And the space between that [being picked up] and that [being 
certified] is you don’t have any rights. 
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Lana also mentioned wanting more information about the circumstances leading 
up to certification in the hospital so that she could better understand the 
clinicians’ decision making about her care and hospitalization: 
Lana: Helping patients better understand how that… when you 
come to the emergency room, if they think you’re a danger to 
yourself or others or meet those criteria, then what happens, like, 
what is the process in terms of your right to assessment, and what 
does that look like? And, like, what is the relationship between the 
psych nurse and the emergency room doctor, and what needs to be 
communicated between them? […] Because sometimes I feel like 
I’ve shown up in the emergency room in crisis and the next thing I 
know I’m being admitted, and it’s not very clear what happened 
between me walking into the doors and me ending up inpatient. 
You know… So that… I think making that clear. 
6.4  Why should patients be told about their rights? 
Participants said that knowing about their rights would have been beneficial to 
their sense of autonomy and agency: 
Jordan: Recognizing that you have rights is, like, it’s just… it’s a… 
it’s a way of rebuilding yourself politically, as well as, you know, 
psychiatrically. 
6.4.1 Reducing the anxiety and helplessness of uncertainty 
Several participants said that a source of mental distress during hospitalization 
was not knowing the boundaries of the Mental Health Act—what they could and 
couldn’t do, as well as what could and couldn’t be done to them. Simply knowing 
that they still had rights, even if they had no plans to exercise them, would have 
helped them feel less powerless: 
Ethan: I might like to know what… basically what the Mental 
Health Act allows you to do to me. Um, ’cause this is… this is very 
much, like, it’s like, OK, I’m being committed under some 
legislation that I don’t know, and I don’t know what being 
committed entails, and I don’t know what the legislation allows. 
That was one thing I do remember from my experience. I was 
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nervous about being committed because I didn’t know what being 
committed actually entailed. 
It’s like these are… these rights are… this is how I push back, but 
presumably, like, there are limits on… Like, it would have been 
comforting for me to know what the limits were on what they were 
doing. It’s like, OK, like, I’m being committed, I’m, you know, 
maybe I’m having treatment that I don’t want, OK, but I know that 
they can’t go beyond that? And it’s like… and I have these rights to 
contest that, but I also know that they’re not going to go more than 
what they’re already doing. Um… yeah. That… that was definitely 
something I experienced, was… um… it kind of felt like they could 
have done anything and told me, “Oh yeah, we can do this under the 
Mental Health Act,” and I wouldn’t have known. I wouldn’t have 
known even if I could have fought it or I should have. It was just, I 
had no idea what was… what was… what was potentially going to 
happen when I got committed. 
*** 
Ian: Oh, I didn’t know I could challenge it. I thought if you’re in the 
hospital, you’re supposed to be there and you can’t… you can’t fight 
it or you can’t have the right to go against what the… being in the 
hospital. 
IC: If you had known that in the hospital, would that have changed 
your experience? 
Ian: No, not really. They would clarify more of, like, why, and how 
long, and everything I need to be there. Because I didn’t know 
how… like, I had to ask, but it’s nice to have something in physical 
form. […] Even if you’re not going to use some of the… like, the 
lawyer or the second panel, it’s nice to know. And even when you’re 
hospitalized, they’re like, you know, like, “How long do I have to 
stay before”… It’s nice to have it laid out. 
*** 
Shane: But I don’t remember if there was a directory of any kind 
for me to be able to search for a lawyer, so I like that this 
[pamphlet] has a number for people to contact. I think that’s really 
important. And, like, even just “If you’re unhappy about your 
care”—it just gives me comfort that I can reach out to somebody 
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outside of this kind of scary facility that you’re in. I’ve never been 
into one before—it was my first time—and I was in there with, um, 
some people who are, um, going through some issues, and they’re 
not the usual kind of people that you’re used to interacting with, so 
that can be unnerving as well. So it’s helpful to know… it’s 
comforting to know that there’s places that you could easily reach 
out to and speak to somebody if you needed to. 
*** 
Mary: When I was in there [the hospital], I didn’t know if they 
could force me to have treatment. I didn’t know if they could force 
me to have electric shock… shock therapy. I didn’t know… I didn’t 
know what my rights were… into those… and those were the two 
main things, you know, medication and shock therapy. I can… What 
can I refuse? What can I do? And I don’t think it’s on here on the 
Form 13. Yeah, it doesn’t say anything about that, right? So that’s 
why I had to go to the internet to try and find… because those are… 
for me those are the main two things, you know, what can I refuse? 
And, yeah, how long do you have to stay in the hospital? That was 
another one. Because I thought, “Am I gonna, you know, could they 
just keep renewing this forever?” 
6.4.2 Risk of rights information? 
One participant wondered if a heavy focus on rights may have given him cause to 
question his hospitalization: 
Yevhen: Given where I was at, like, it was pretty important that I 
probably be hospitalized at the time that I was hospitalized. And 
I’m wondering… if, you know, if there was a strong emphasis on, 
you know, rights and my ability to exercise rights, whether I would 
have felt like maybe there was something wrong with my being in 
the hospital. 
For another participant, Shantih, the primary concern about the rights 
information was that a person who didn’t fully understand the costs involved in 
exercising their rights might choose a route that leads to a heavy financial 
burden: 
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Shantih: I like the fact that it [Form 13] mentions about, you know, 
like, the court options, like judicial review, habeas corpus, the 
appeal to the court, and everything. The only thing I don’t like 
about those two things [two options to go to court]… Like, I mean I 
think those two need to be mentioned to people, obviously, but I 
dunno, for some people […] maybe they’re admitted because they’re, 
like, over-the-top, like, very psychotic, right? I don’t know, like, I 
mean, like I can just see somebody, like, being insistent that they’re 
going to do it the court way, […] wanting to get a lawyer and 
everything and still not really understanding that there would be a 
cost. 
Despite Yevhen’s and Shantih’s concerns, they join all of my other participants in 
supporting better rights information. In fact, a key theme among my participants 
is that more information about all aspects of the hospital stay, including legal 
rights, treatment options, and day-to-day logistics, would reduce their anxiety 
and uncertainty and give them a sense of control over their situation—as long as 
it’s delivered in a considered and respectful way. 
6.5  Written law versus practice: Form 13 requirements 
Despite the rights-notification requirements of the Mental Health Act, my 
participants reported widespread inconsistency in whether they were given rights 
information in an understandable way. 
Many participants didn’t remember seeing Form 13 but acknowledge that their 
state of mind at the time of hospitalization may have affected their memory: 
IC: And you said you’ve never seen this form before? 
Kiki: I can’t remember. Now, I’ll tell you why I can’t remember. It 
was pretty much because I was abducted by the police, I was going 
through psychotic episode, and so nothing made sense. I was, like, a 
completely different person. 





Yevhen: I was hospitalized three times, and I don’t remember 
being read this or being shown this. […] I mean… I mean, it’s 
possible that… that I was and I just wasn’t in a state to remember 
that. 
*** 
IC: Do you remember seeing Form 13 at all when you were 
certified? 
Deborah: No. […] Well, and somebody may have shown it to me, 
to be quite honest, but if I signed it, I was not aware of what it said. 
[…] Because you’re not… you… I can’t read… I couldn’t read for 
three years afterwards because of the drugs and the… blechh… the 
whole thing was a mess. 
Others said that they don’t recall seeing Form 13 specifically, possibly because 
they had a lot of other paperwork to fill out at admission or the process was 
rushed. 
Eve: I remember sort of being talked to about the fact that I was, 
like, being sectioned under the Mental Health Act, and I remember 
signing something, but I don’t actually recognize the form. 
IC: Right. And there’s a bunch of forms, I guess, that you had to 
look at…? 
Eve: Yeah, that’s why I can’t really discern what I saw or signed. 
*** 
IC: This is Form 13. Do you remember seeing it? 
Ian: My mental health doctor showed me a whole bunch of sheets, 
but I don’t know if he showed me this. 
*** 
Wendall: They’re in a rush. They only… If they do say it, they 
just… I think what they did was they just gave me all the paperwork 
and then told me I should probably sign it. […] So yeah. I didn’t 
really know what’s going on. […] Like, I’ve been looking at it, and I 
remember reading a lot of similar forms when I was in the hospital, 
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and I just couldn’t understand it. So I just signed what they told me 
to. 
Monica said the rushed nature of admission made her feel as though the staff 
didn’t value giving patients their rights information beyond its being an 
administrative procedure: 
Monica: I find that in my experience a lot of the time, like, you 
never see, like, if… if you do see this form, it’s sort of, like, thrust at 
you to sign very quickly. I definitely never saw my second 
certification, nor did I even know it was happening. Like, I get the 
sense in general that there’s kind of a… a culture of seeing these 
things are sort of, like, required things that they have to do, but they 
don’t really take them very seriously. 
Abby similarly felt that if the staff thought rights information was important, they 
would take the time to read both the front and the back of Form 13: 
IC: They never pointed out to you that there was a back side or 
anything? 
Abby: I don’t think so. They may have, but maybe I just wasn’t in 
the right mindset. Um… Yeah, I feel like if they really wanted to, like, 
let us know all these things, they should, like, read through it as well 
with you. But I know that takes up a lot of time. 
Some participants recall seeing the form during some of their hospitalizations but 
not others. 
Macy: This [involuntary hospitalization] happened three times. Uh, 
the first two times I didn’t get a copy. The third time I did. 
*** 
Ethan: I think I saw it once. I don’t think I saw it when my… when 
I was recertified. 
*** 
Jacob: I was committed, like, three times in 2015 and I’m sure I 
didn’t see this form every time. Maybe once, but again, I was heavily 
medicated by that point. 
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*** 
IC: Do you remember seeing this form? 
Éloise: Yeah, I do. […] I remember seeing it in one of my hospital 
stays, but I don’t remember the other two times. I don’t remember 
seeing it during those two times. It’s possible, but, like, yeah. 
Only one of the participants reported being given the form to keep and read, and 
that was when she was on extended leave, not when she was in the hospital: 
IC: Did you get a copy of Form 13 to look at? Or did somebody just 
read you the rights? 
Felicia: I think they just read that… I’m not sure if she gave me this. 
Maybe she did; maybe she didn’t. I don’t remember that. In the 
hospital, I think I only signed this; I don’t think I got that. 
IC: Right. And did they… You signed it, and they took it away, or 
did they actually give you a copy to read? 
Felicia: I think they just filed it in my file. I don’t think I got one 
for myself. Not that I know of. […] But I think my [mental health] 
team [in the community], I think they gave me one to carry… a 
blank one for me to carry home. 
Other participants don’t recall being read Form 13 but came across it later on 
their own, either posted on the wall or online: 
Dina: Yeah, see, I’ve seen this… I’ve seen the form before, but when 
I was in hospital, it was never… it was never read to me. 
IC: Oh. So under what context… in what context did you see the 
form? 
Dina: Well, in the ward that I was in, it’s posted on the wall along 
with, like, a lot of other very confusing documents with sterile 
wording that doesn’t really make a lot of sense to, I think, most 
people, especially when you’re, um, not mentally well. So it was 
available, but it was never read to me. 
*** 
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Mary: I saw it after the fact. When I was in the hospital and on the 
internet and searching for information. 
*** 
Lana: I may have seen the Form 13, like, posted in the hallway of 
the unit, but I definitely was not given one that I signed. 
Several participants are absolutely certain they never saw Form 13. 
Ron: Well, they’ve never done that to me [read the rights]—and I’ll 
say it for the recording—in, like, 20 years or 30 years, they’ve never 
done it. […] I didn’t hear these rights. 
*** 
IC: You said that you’ve never seen this form, right? 
Brenda: That’s right. I’ve heard it mentioned and referred to. 
“You’ve been Form 13’d.” That sort of thing. But I’ve never actually 
seen it or been read it. 
*** 
IC: You’ve never seen this form? 
Ursula: No! Not when I was being committed, for sure. 
*** 
IC: And you said you never saw it at all? 
Vonda: I’ve never seen this before in my life. […] I didn’t know it 
existed. Because no one told me any of these things. They just said, 
“You are now certified.” I didn’t sign anything. I didn’t… I… So 
anyway, reading this form, it just makes me not want to read… I’m 
not even gonna… I’m gonna skim the rest of it, because I know that 
it’s absolute crap. 
*** 
Robert: I’ve never. They’ve never said a word to me… 
IC: You’ve never seen Form 13? 
Robert: Never. […] I’ve been a couple of times, and nothing was 
said. Even… I suspect in many cases… I’m quite certain people are 
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sent there and they’re not competent mentally at the time, but… it 
crossed my mind before, you know, nobody’s talking to you two or 
three days later when you’re stabilized. You know, I mean, again, if 
a person’s not rational, you know, in a legal thing, you always see, 
you know, “Do you understand these rights?” 
IC: Mm-hm. 
Robert: You’re not gonna say it to somebody’s who’s not stabilized 
yet. No, I’ve never seen this. Never seen it, never heard of it. […] 
Nobody pointed to it. I’ve seen a thing to that… not so much the 
Mental Health Act, but in St. Paul’s Hospital, I’ve seen things up for 
patients’ bill of rights and things like that. But this stuff, I’ve never 
seen anything like this. 
Thirteen of the 34 participants—less than half—specifically recalled being given 
or read Form 13 at some point over their history of hospitalization. 
Some participants expressed disappointment about a lack of accountability for 
the hospital’s failure to inform patients of their rights. They didn’t know if they 
had grounds to complain that they weren’t told about their rights, and even if 
they did complain to the health authority or Ombudsperson’s Office, they weren’t 
confident that any staff would face any real employment consequences beyond 
what Vonda speculated would be “a slap on the wrist.” 
Participants who did recall being told their rights information emphasized that 
the timing and context of the interaction affected how they perceived the 
experience. For example, Helen was given Form 13 when she was undressed and 
being weighed. She felt that, given the importance of the rights information, the 
staff could have chosen a time to have that conversation when she felt less 
exposed and vulnerable: 
IC: This is Form 13. Do you remember seeing this? 
Helen: Yeah, I do. I remember it was given to me when I was 
undressing and getting put on the… the scale, and I was, like, I’m 
not… I don’t want to look at this right now, ’cause the longer you 
want me to stand here and look at this while I’m in my underwear… 
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So, I think it’s also, like… they give it at a really bad time. And it was 
already a bad time. 
6.6  Beyond rights information 
Participants reported wanting more open communication about their 
hospitalization in general, particularly surrounding medical tests and involuntary 
treatment. A common theme, beyond participants’ negative feelings about the 
tests and forced treatment themselves, was that the lack of discussion about tests 
and treatment left them feeling dismissed, unvalued, and dehumanized: 
Éloise: I’ve asked them, “Like, well, you know, I’m not being 
disruptive or whatever. What, like… you can’t force me to do this 
[take medication],” and, like, yes you can, but then they don’t give 
an explanation. Which I think is the part that I… I was, like, “Wait, 
so I have rights, but I don’t have the right to, like, chemicals in my 
body?” 
*** 
Diane: You know what really upset me the most was that they were 
drug-testing me and they never told me. They never explained they 
were doing a toxicology test on me, which I might not have opposed, 
but there was nothing dramatic in my system. […] And the only 
reason I found out that they had done a toxicology test was because 
the social worker told me. 
*** 
Ursula: I’m treated like a stigmatized animal with no human rights 
down the line and I’m angry and I’m mad and I’m committed. […] 
She upped the dose by 400 mg and neglected… Why are we not 
given a little form saying, “[Ursula], here’s a physical piece of paper, 
a pink slip saying, ‘We’ve upped your Tegretol by 400 mg’”? ’Cause 
they say, “Take it, take it, take it, take it, here, here, or you’re never 
going to get out.” You just take it, whatever it takes, because you 
just want to get out of that place. […] But she upped my dose of 
Tegretol by 400 mg. Not 200. 400 mg. And, like I said, Thursday… 
Wednesday and Thursday, I was falling asleep, […] I sat down at [a 
bookstore] before I went to my WRAP [Wellness Recovery Action 
Plan] class, and I fell asleep, and I had to be woken up and say, “Are 
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you all right? Are you all right?” That’s really embarrassing. She 
could have just said, “[Ursula], I want to be very clear as we’re 
talking right now. I’m upping the dose by 400 ’cause I’m not 
satisfied.” […] You up by 400 mg and you neglect to tell me? 
Yesterday, as I was leaving, she was running out the door, and I’m 
on this dose till Monday, without any control. 
One participant, Wendall, describes how hospitals could improve patients’ 
experience by involving them in their recovery planning: 
Wendall: Yeah. Like, um, I’m in, like, outpatient care… therapy… 
now, and there’s such a better environment there, where they’re 
asking for your input on, like, what… what do you want out of this? 
And there’s such emphasis of, like, of respecting your own 
boundaries… that’s not present in this kind of system, where there’s 
involuntary… yeah… held there involuntarily. 
Michelle suggested that information provided to patients should aim to show that 
the physician–patient relationship doesn’t have to be adversarial by making it 
clear that, along with their Mental Health Act rights, they do have the right to 
discuss their treatment plan and details of their stay with their doctors. 
Michelle: When you’re in hospital and, you know, obviously, it 
depends on the kind of doctor that you have, but most of the time 
they’re really trying to look out for your best interests, and most of 
the time the patient doesn’t necessarily feel that way. [Laughs] It’s 
sort of… instead of dividing the… the doctor and the patient, you 
kind of want to bring them together, and so instead of going 
straight to a second opinion or going straight to a lawyer, what I 
would suggest is, you know, making it more clear to the patient that 
they are allowed to talk to their doctor about the decisions that 
they’ve made. At least for me, because… most of the time I have 
been very open and very conversant with my doctors, you know, 
They… they’re the ones who are able to, you know, right there and 
then decide whether or not you should be discharged now or 
discharged later, and so the more you talk with your doctors, the 
more that you understand their reasoning for why they’re keeping 
you there, and the more they get to know you, they can shorten your 
stay, right? Instead of having to go straight to somebody else and 
challenge them, this is somebody who has already gone over your 
file, this is somebody who saw you when you were first introduced 
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into the hospital, and they have their own reasoning, and giving 
them a chance to explain that to you directly is something that can 
be done in a morning appointment—instead of just going over that 
and bypassing them and going straight to, say, these sort of more 
serious ramifications, kind of creates more of a headache in the 
medical system. 
Other participants, however, felt much more reluctant to speak with their 
treatment team, particularly about rights. They feared that if they raised the issue 
of rights, staff may see them as a difficult patient and retaliate or push back in 
various ways, from restricting privileges like passes and breaks to extending their 
stay in hospital: 
Yevhen: Even if people have access to this kind of [rights] 
information, just… If the staff don’t see it as OK to talk about then, I 
mean, it’s almost, like, palpable, like, you just… People aren’t gonna 
be able to talk about it, or if they are gonna talk about it, it’s gonna 
be very confrontational. 
*** 
Helen: Even with, like, the people who were present during your 
hospitalization who are making it as casual and as peer oriented as 
possible, like the group therapist and stuff, there’s still the feeling, 
like, that if I don’t like what you’re saying to me, if I disagree with it, 
if it makes me uncomfortable, and I visibly let on to that at all, 
you’re gonna keep me here longer. 
*** 
Mary: I mean, my experience would have been helped by 
something like this [new suite of communication tools], but quite 
honestly, the nurses don’t want to waste their time on this. They 
think they know what’s right. They’re doing what they think is right 
and don’t want to talk about it. […] ’Cause they just dismiss you as 
being a raving schizophrenic who’s spouting off or, you know, like… 
so they won’t waste their time. 
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6.7  Limitations of this study 
In sections 4.3 and 5.5 I described how my sample may not have not been 
demographically representative of the population affected by involuntary 
hospitalization. For example, the age of my oldest participant was 57 years, 
meaning that older British Columbians, particularly those who might be certified 
for symptoms of dementia, are unrepresented and may have very different 
opinions about the rights-information process. My analysis may also have missed 
the needs of: 
• people with lower English literacy, because I recruited participants mostly 
with written ads and posters in English, and 
• people with more severe mental impairment, because I avoided recruiting 
participants who were not competent to consent to the study. 
For this analysis, another major limitation comes from the nature of the study: 
participants knew they’d be asked their opinions about rights and rights-
information materials, and recruitment may have been biased toward former 
involuntary patients who had especially strong feelings about their rights under 
the Mental Health Act. 
6.8  Summary of major themes 
6.8.1 Inconsistent right-notification practices 
The participants’ experiences suggest that: 
• rights information is not given consistently on the occasions the Mental 
Health Act requires (see section 2.3.2), 
• patients who aren’t receptive to rights information upon admission don’t 
always receive it once they’re stabilized and are more able to understand, 
• many patients don’t get a physical copy of Form 13 to keep and read, and 
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• the circumstances in which patients are given rights information is not 
always well considered: they may be overwhelmed with other paperwork 
or in a situation that makes them feel particularly vulnerable. 
6.8.2 Desire for better communication throughout hospitalization 
One overarching theme of this analysis is that involuntary patients would like 
more information about every aspect surrounding their hospital stay, including: 
• the admissions process, 
• their involuntary status, 
• their specific reasons for hospitalization, as written on their certificate, 
• their Mental Health Act rights, 
• the Mental Health Act itself, including the limits of its authority, 
• their treatment options, 
• their day-to-day activities and privileges in the hospital, and 
• their rights upon being placed on extended leave or upon discharge. 
The uncertainty from a lack of information exacerbated participants’ mental 
distress. A better understanding of what they could and couldn’t do, according to 
the legislation, and how much they could participate in treatment decisions 
would reduce feelings of powerlessness. 
Participants wanted rights information immediately upon detention. Many 
participants acknowledged that they may not have understood their rights at 
admission but would have liked to have the information repeated when they were 
more receptive. 
Participants emphasized that although the information itself is important, how 
it’s delivered also affects their mental well-being. Many expressed a desire for 
health care practitioners to use information sharing as an opportunity to build 
trust, not simply to fulfill an administrative or legal obligation. This kind of 
openness would also help establish an environment where patients feel safer 
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expressing their feelings and asking about their rights without fear of retribution, 
such as a longer detention or revoked privileges. 
Based on participants’ reports, patients frequently speak to one another about 
their rights as well as other aspects of their hospitalization. 
6.8.3 No clear preference for who should deliver rights information 
Participants overwhelmingly believed it was the doctor’s responsibility to tell 
them they were certified and to explain what certification meant. They also 
wanted the doctor to describe tests they were ordering and to explain their 
treatment decisions. 
In contrast, there was no consensus on what type of professional should be 
responsible for giving rights information. Most participants thought clinical staff 
would be acceptable as long as they were knowledgeable about the Mental Health 
Act, especially because they would be available at all hours of the day. Many 
participants expressed a preference for someone who worked on site and was 
therefore a familiar face but who wasn’t directly involved in their mental health 
care, like an in-house advocate or social worker. Some would have appreciated 
the services of an advocate to help them navigate the mental health system and 
better understand their options. 
Again, who gives the rights information seems less important than how it’s given. 
Many participants said that they would have been satisfied as long as the 
information was given respectfully, in a way that upheld their humanity. 
The Mental Health Act allows for flexibility in who gives rights information, but 
that flexibility may also lead to a lack of accountability. Several participants who 
were certain they weren’t told their rights were frustrated that likely nobody at 
the hospital would face consequences for the oversight. 
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7  Discussion and conclusion 
People with psychiatric disabilities continue to be 
oppressed by the society in which they live, and this 
oppression is often reinforced by the practices of the 
professionals responsible for helping them. This is 
rarely done intentionally or with malevolence but, 
rather, is elicited by compassion and caring. Because 
the oppression is dressed up in the clothes of 
compassion, it is difficult to identify, to understand its 
underlying dynamics, and to develop alternative 
approaches. —Charles A. Rapp and Richard J. Goscha, 
2012 
“People are traumatized in accessing care,” wrote Nancy Hall during her tenure 
as BC’s Mental Health Advocate, an office that lasted only between 1998 and 
2001 before being eliminated by the provincial government. “Some people are 
reluctant to return to the care system because of what happened to them or 
someone they love” (Hall 2001, p. 31). Judging by the stories of some of my 
interview participants, trauma from hospitalization is still occurring, suggesting 
the lack of a patient-centred approach. Participants’ poor patient experiences 
sometimes had the same effect of driving them away from the mental health 
system that Hall noted in her report. This disengagement from the health system 
may ultimately lead to poorer health outcomes if people become unwilling to seek 
care when they need it (Kreyenbuhl, Nossel, and Dixon 2009; Dixon, Holoshitz, 
and Nossel 2016). 
In this chapter I discuss the implications of the results from my interviews with 
people who have experienced involuntary hospitalization. These implications can 
help define a path forward in Mental Health Act rights-notification policies and 
practices that better centre involuntary patients’ information needs. Patient-
centred rights information has the potential to help make patients’ experiences in 
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hospital less traumatic and encourage patients to continue accepting care from 
the mental health system. 
As a preview, here are the key implications, which I elaborate on in the sections 
that follow: 
• Form 13 has several deficits that interfere with its effectiveness as a 
communication tool, and giving patients Form 13 alone may not be enough 
for patients to understand their rights (see section 7.1.2). 
• Facilities should begin using the new suite of communication tools to 
supplement Form 13 but should also consider the context in which those 
tools are given (see section 7.2.2). 
• Many other Mental Health Act forms may benefit from patient-centred 
user testing and co-creation (see sections 7.1.2 and 7.2.2). 
• Patients should be given information about their rights and other aspects 
of their hospital stay early and repeatedly. A culture of staff openness and 
transparency about such issues as Mental Health Act rights, patients’ 
involuntary status and reasons for hospitalization, and hospital-specific 
policies may foster trust and help give patients a sense of procedural 
justice (as defined in section 1.5). In addition to funding an independent 
rights-advice and advocacy service for patients, as recommended by the 
BC Office of the Ombudsperson (2019a), the province might also consider 
codifying directly into the Mental Health Act obligations of police and staff 
to notify patients of their s. 10 Charter rights (see sections 7.3.2 and 7.3.3) 
when they’re first apprehended and taken to hospital. 
7.1  Form 13 user testing 
7.1.1 Key findings 
Using the methods described in section 3.3, I user tested Form 13 with 18 people 
who had experienced involuntary hospitalization. This phase of the project 
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sought to answer the question “In what ways does Form 13 meet or fail to meet 
the information needs of involuntary patients?” 
The chief finding was that Form 13 had several features that interfered with its 
effectiveness as a communication tool for patients. As relayed in Chapter 4, 
participants said that: 
• the amount of information on the form looked overwhelming, 
• the bureaucratic and legal language (like “habeas corpus”) on the form 
made it confusing and intimidating to read, 
• differences between similar-sounding concepts, like “review panel” and 
“judicial review,” were unclear, 
• the fact that virtually all of the content on page 1 was bolded made it hard 
to discern what was important and what wasn’t important, 
• certain phrases, like “you are person with a mental disorder” and the lack 
of referrals to legal and advocacy services, gave the form a disempowering 
tone, 
• the sections about (a) the certification criteria, (b) the certification periods, 
and (c) the review panel were most unclear, 
• the signature line on page 1 provoked anxiety because it didn’t have a 
clearly stated purpose, and many participants were afraid that by signing 
the form they would be waiving their rights or entering into an agreement 
that they didn’t fully understand, 
• the form’s lack of colour and bureaucratic format made it uninviting to 
read, and 
• the two-page format, where content on page 1 was expounded on page 2, 
meant that patients would have to flip between pages to fully understand 
the content. 
Because of such factors as the bureaucratic format, legal language, confusing 
vocabulary, and signature line, Form 13 felt to many participants like an 
administrative formality meant to reduce hospitals’ liability rather than a genuine 
effort to help patients better understand their rights. 
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Participants’ comments about Form 13 confirmed that the tool used to convey 
rights information was an appropriate target for improvement. An effective 
communication tool would not only have to be clear and easy to understand, but 
it would also have to make patients feel supported and empowered for them to 
engage with it and trust it. This insight is especially relevant when viewing the 
issue of rights notification through a therapeutic jurisprudence lens: the goal isn’t 
simply to inform but also to make patients feel less anxiety and uncertainty about 
their stay. 
Knowing that people engage with different document formats differently 
(Bateman 2008), I showed participants examples of other types of rights-
information documents, mostly from other jurisdictions in Canada, to see if these 
documents had features that participants would prefer over Form 13. I found 
these documents while comparing rights-information practices in different 
provinces and territories across the country (see section 2.4) and selected some 
that were markedly different in format from Form 13. For example, Nunavut and 
Quebec, like BC, use a statutory form to inform patients of their rights, so I chose 
not to show those. Including other statutory forms in the test might have 
prompted participants to comment about differences in content between these 
forms and Form 13, but I felt that, given the time constraints of the user-testing 
interviews, showing a wide spectrum of different document formats would be a 
more productive use of the session. I chose to show participants: 
• full-colour pamphlets from Alberta and New Brunswick and a mostly 
black-and-white pamphlet from Nova Scotia, 
• a folding card from Newfoundland and Labrador, and 
• a multi-page listing of rights available from Ontario’s Psychiatric Patient 
Advocate Office. 
I also found a wallet card with rights information created by the Mental Health 
Political Action Group, a now-disbanded group of psychiatric survivors in BC 
(Vogt 2011), which I included in the sample documents in the user-testing 
interviews. 
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Understanding that video can reduce cognitive load on a learner by using both 
audio and visual channels of transmitting information, which makes the 
information easier to learn (Mayer and Moreno 2003), I sought out a video about 
mental health rights as a demonstration of yet another possible alternative 
format to Form 13. I didn’t find a video from a Canadian jurisdiction but found a 
four-minute animated video, “Making Sense of Sectioning,” produced by Mind, a 
mental health advocacy organization in the UK. 
As mentioned in Chapter 4, participants suggested that: 
• rights information should be offered to patients in multiple formats to 
accommodate different learning styles and to give patients several 
opportunities to learn about their rights, 
• video should be one of the formats offered, to help patients who can’t or 
don’t want to read a printed document to understand their rights, 
• a card format, because of its succinctness and portability, could be an 
effective rights-communication tool, but perhaps as a reminder, after 
patients have had a chance to learn their rights more thoroughly from 
another document, 
• a card would be useful for patients to receive at discharge or on extended 
leave and could store contact information for their psychiatrist or family 
member for easy reference if they were picked up by police or hospitalized 
again, 
• colour in rights-information documents would make them more eye 
catching and inviting to read, and 
• visuals shouldn’t depict someone in distress but should also avoid 
conveying that hospitalization is a happy experience. Symbolic or 
metaphorical visuals, like scales of justice to represent rights, for example, 
should be avoided, because different people may interpret them differently, 
and some interpretations may have negative or even traumatic 
connotations. 
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All of these suggestions were considered when our team developed the new suite 
of rights-information tools. Although many of the recommendations—such as 
adding colour to make a document seem friendlier, offering several formats to 
maximize information accessibility, and using video to enhance information 
transfer (Sutcliffe 2009; Johnson, Sandford, and Tyndall 2008; Pitkethly, 
MacGillivray, and Ryan 2008; Gysels and Higginson 2007)—are established 
design and health literacy principles, other recommendations, such as using a 
rights card as a tool for continuity of care and avoiding certain metaphorical 
imagery, were insights that were more specific to the involuntary hospitalization 
and contact with the mental health system. Participants’ experience as 
involuntary patients was crucial to informing these aspects of our suite of tools. 
7.1.2 Policy and practice implications 
Over 2017 and 2018, the BC Office of the Ombudsperson requested from the 
provincial health authorities the records of all involuntary patients in June 2017 
to investigate whether the required Mental Health Act forms, including Form 13, 
were present in the files and completed within the timelines required by the 
legislation. As the Office of the Ombudsperson detailed in the report Committed 
to Change, this investigation found that Form 13 appeared in only 49% of 
patients’ files reviewed (BC Office of the Ombudsperson 2019a). 
In light of these findings, the Office of the Ombudsperson recommended that: 
By June 30, 2019, the Ministry of Health and the Ministry of 
Mental Health and Addictions work together with the health 
authorities to establish clear and consistent provincial standards 
aimed at achieving 100 percent compliance with the involuntary 
admissions procedures under the Mental Health Act through the 
timely and appropriate completion of all required forms. (p. 97) 
But even if the health authorities reached 100% compliance and all involuntary 
patients saw Form 13 when they were admitted, as required under the Mental 
Health Act, the findings from my user testing suggest that patients would likely 
still have an incomplete understanding of their rights because Form 13 has 
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several deficits that interfere with its clarity and usability. In other words, 
Form 13 alone is not enough to inform patients about their rights. Supplementing 
it with patient-centred materials, such as our suite of tools, may increase the 
likelihood that involuntary patients would understand their Mental Health Act 
rights. 
Further, Form 13 is only one of several forms that a patient might have to see or 
use. Patients may review their treatment plan on Form 5 (the consent for 
treatment form), use Form 7 to apply for a review panel hearing, or use Form 11 
to apply for a second medical opinion. Children and youth under the age of 
16 years who are hospitalized on the authority of a parent or guardian see 
Form 14, which is substantively similar in its content, language, and design to 
Form 13 (see section 2.3.4 and Appendix A for more information about Form 14). 
Like Form 13, these other Mental Health Act forms were never user tested with 
patients when they were first created (personal communication with G. Clements, 
health lawyer and co-author of the forms, 2015-10-04) and may have usability 
problems that create barriers to patients exercising their rights or participating in 
their treatment planning. Form 13 user testing yielded important insights about 
patient perceptions of the document, and a similar approach could be taken to 
identify—and ideally rectify—usability problems with other Mental Health Act 
forms. 
7.1.3 Challenges 
The chief challenge in this phase of the project was recruitment: I’d hoped to 
finish recruiting participants within three months, but because of difficulties 
finding participants, the process of collecting data took eight months. In 
particular, I had trouble recruiting men. Although several men responded to the 
recruitment ad, many (a) didn’t return correspondence to set up an appointment 
for an interview, (b) cancelled their interviews before they took place, or (c) didn’t 
come to the scheduled interview. The difficulty in recruiting men may be related 
to men’s reluctance to disclose and seek help for mental health issues (World 
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Health Organization 2009). Some of the would-be participants’ correspondence 
when cancelling interviews—for example, a text message reading “Very sorry. 
Must cancel. I can’t do this”—suggests a lack of self-efficacy that could be 
associated with self-stigma (Watson et al. 2007). 
I had similar challenges recruiting participants to user test our team’s new suite 
of rights materials (see section 7.2.3), but by that time, a year had passed and I 
had a better-established network within the mental health community and could 
more easily reach people who had experienced involuntary hospitalization. I also 
eliminated the requirement I had for Form 13 user testing for participants to have 
been certified within the past five years, thus increasing my pool of potential 
participants. If I had to redo this first phase of the project, I would welcome 
participants who had experienced involuntary hospitalization at any time. As I 
explain in section 3.3.2, one risk of removing the five-year requirement is that 
participants may not remember their hospitalization experience in as much detail. 
Another is that the rights-information process they experienced may not reflect 
current practice. But participants who user tested our suite of rights materials 
(see Chapter 5) did provide relevant feedback regardless of their time of 
hospitalization—and the BC Office of the Ombudsperson’s finding (2019a) that 
only 49% of patient files contained a Form 13, suggests that rights-information 
practices likely haven’t changed much since the 2011 survey result that prompted 
my research (see section 1.1), where 43% of respondents who’d been certified 
reported not being told their Mental Health Act rights in a way they could 
understand (RA Malatest and Associates 2011). 
In retrospect I would also have offered more incentive to participate than a $10 
gift card; $20 in cash would have been more appropriate, based on compensation 
guidelines developed by peer researchers in the Downtown Eastside (Boilevin et 
al. 2019; Becu and Allan 2018). But at the time my patient-oriented research 
team hadn’t yet been funded, and I wasn’t sure how much funding I would have 
available for the remainder of my project. 
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Another challenge I encountered was that several people who answered my 
recruitment ad had never actually been certified. I had scheduled a user-testing 
session with a person who said he’d been hospitalized under the Mental Health 
Act, but over the course of the interview, it became clear that although he’d been 
taken to hospital by police under the Mental Health Act, he was released a few 
hours later and had never been admitted. After this experience I adjusted my 
screening questions when people responded to my ad to find out if they had, in 
fact, been certified, before scheduling an interview. The participant’s confusion 
suggests a need for better information from the police and hospital about what 
constitutes certification and what rights people have after being detained by 
police but before involuntary admission. I discuss this point further in 
section 7.3.3. 
When I user tested our research team’s new suite of rights materials (see 
Chapter 5), I used a teach-back method to evaluate recall and understanding, and 
although the method I chose was not without its weaknesses (see section 5.5 for a 
description of the limitations), I wish I’d also incorporated teach-back into the 
Form 13 user testing so that I would be better able to directly compare 
comprehension of Form 13 with comprehension of the new suite of tools. I hadn’t 
considered adding teach-back during Form 13 user testing because the user-
testing protocol I adapted didn’t include a comprehension check (Dumas and 
Redish 1999, p. 212). Despite this oversight on my part, I was able to infer, based 
on participants’ stated confusion about specific passages of Form 13, that the 
document failed to communicate clearly about the criteria for hospitalization, the 
certification periods, and the function of a review panel hearing (see section 4.1.2 
for details). 
7.2  Co-creating and user testing a new suite of rights 
materials 
Using the methods described in section 3.4, I worked with a patient-oriented 
research team to co-create a new suite of rights-communication tools. Our team 
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made a variety of content and design decisions based on the results from user 
testing Form 13 and the rights materials from other jurisdictions. For example, 
the response to the wallet card (see section 4.2.1) and video (see section 4.2.3) 
were so positive that our final suite included both formats. We also incorporated 
colour, as participants suggested, and aimed to clarify the certification criteria 
and certification periods as much as possible, because those were the sections on 
Form 13 participants identified as being both important and confusing. Finally, 
we weighed the accessibility of the various rights in deciding what to emphasize. 
Appealing to the court and requesting a judicial review by way of habeas corpus 
are rarely used (see sections 2.3.3.6 and 2.3.3.7) compared with the review panel, 
and they generally require a lawyer, so we chose to de-emphasize these court 
options, consolidating them into the section about a patient’s right to a lawyer 
and placing that section on the back of the pamphlet. Instead, we highlighted the 
review panel, which participants had indicated they wanted more details about. 
These decisions eliminated the problem of the word review causing confusion 
because participants who’d seen Form 13 were unsure of the difference between a 
review panel and a judicial review. 
7.2.1 Key findings 
Our final suite of rights-communication tools included a pamphlet, a video, a 
wallet card, and a poster. Creating such a multifaceted suite of patient health 
education materials is supported by evidence that a combination of written and 
audio information results in better recall and higher patient satisfaction (Johnson, 
Sandford, and Tyndall 2008; Pitkethly, MacGillivray, and Ryan 2008) compared 
with verbal information alone and that using video can increase patient 
knowledge and satisfaction, particularly for patients whose literacy may be 
compromised (Gysels and Higginson 2007). 
I user tested these tools, over three rounds, with people who had experienced 
involuntary hospitalization. After each round, the team revised the tools based on 
participant feedback. 
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This phase of the project sought to answer the following questions: 
• In what ways does our patient-co-created suite of Mental Health Act 
rights-information materials meet or fail to meet the information needs of 
involuntary patients? 
• Are participants able to name their Mental Health Act rights after being 
exposed to our new suite of rights-information materials? 
As detailed in Chapter 5, the chief finding from the user testing was that 
participants vastly preferred the new materials to Form 13, calling them 
“friendlier” and more “comforting.” They especially appreciated that the wallet 
card was a portable reminder of their rights and that the video (a) didn’t require 
patients to read and (b) presented information in a neutral, consistent way. 
When I tested their recall using teach-back, most participants were able to name 
at least four of the five rights highlighted in the rights video, although their recall 
of details about each of those rights was more modest. Developing and validating 
a psychometric tool to evaluate comprehension would offer a more reliable 
assessment, but these preliminary results suggest that our tools are at least 
moderately effective at communicating rights information. Taken together with 
participants’ comments about the new suite of tools, compared with participants’ 
comments on and questions about Form 13, our tools have succeeded at 
clarifying the most confusing parts of Form 13 and are generally an improvement 
on the form alone.  
Our co-creation process gave patient partners on our research team a large 
degree of control over both the textual and visual content of the suite of rights 
materials. One patient partner wrote the first draft of the video script, and both 
patient partners had input about the composition of the images in the video. 
Their insights and participation increased the likelihood that the content would 
(a) be relevant to involuntary patients and (b) present the information in a way 
that patients would find empowering. Both patient partners reviewed each 
iteration of the tools as they were revised over the course of user testing. 
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Our process satisfied all five criteria set out in the charter for patient-information 
resources developed by Patients Included, a group that “provide[s] entities with a 
means of demonstrating their commitment to incorporating the experience and 
insight of patients into their organisations by ensuring that they are neither 
excluded nor exploited” (Patients Included 2016). The criteria are as follows: 
1. Patients participate in the co-creation, delivery, and review of 
the resources produced. 
2. The disability requirements of participants are accommodated. 
3. Patients are provided with the necessary support to fully 
contribute. 
4. All resources must be freely accessible either in print and/or 
digitally from the internet or via a mobile app. 
5. All resources must be patient-centred, free of jargon and 
undefined acronyms, and prepared in plain language. (Patients 
Included 2016) 
Meeting the charter criteria meant that our suite of communication tools 
qualified for Patients Included accreditation, one benefit of which was that they 
could be included in the Patients Included directory, adding an opportunity to 
disseminate the tools and increase their reach. 
However, our project demonstrated that co-creation isn’t a substitute for user 
testing. User-testing participants offered valuable insights that helped us revise 
the materials: 
• to clarify concepts like the four certification criteria in the video, 
• to further simplify the language to be easier to understand, 
• to use a timeline graphic (see section 5.1.1.3.3) that retained clarity that 
many participants appreciated but that was less likely to provoke the 
anxiety that some participants felt from the initial depiction of an 
unending line, and 
• to add a smaller, simpler poster as an alternative to the detailed, text-
heavy poster that many patients thought would work well in the hospital 
but other participants found too overwhelming to read. 
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Together, co-creation and user testing reinforced the value of giving patients a 
central role in developing patient-information materials. Where our team 
occasionally disagreed about content or language choices, we found it helpful to 
be able to defer to user-testing participants’ perspectives to make the final 
decision. Those disagreements arose in part because the interests of the clinical 
nurse educator on our team and the legal reviewer did sometimes conflict: 
whereas the clinical nurse educator wanted the rights materials to convey to 
patients that clinicians were there to help them, the legal reviewer suggested that 
the content preserve an objective, neutral tone to avoid seeming too deferential to 
the treatment team or medical system. In such cases, the patient partners’ input, 
as well as the user-testing participants’ feedback, guided our choices. For 
example, the legal reviewer wondered whether to include wording like “You may 
feel scared, confused, or angry” (see section 5.1.1.2), but user-testing 
participants—unprompted—identified that sentence as important to keep, 
because it helped convey empathy. 
Although the Ministry of Health has created a framework for patient-centred care 
(BCMH 2015; see also section 1.7) and health research funders have committed to 
patient-oriented research (see section 3.4.1), the concept of centring and 
empowering the patient is not without its critics. Some physicians have written 
that patients aren’t trained to know what’s best for their health and point to the 
anti-vaccination movement and patients’ demands for antibiotics to treat viral 
infections as evidence that the shift of medical care to a consumer model where 
the customer—in this case the patient—is always right can be detrimental to 
individual and public health (Benaroch 2016; Meyers 2015). This argument is 
compounded in the realm of mental health by the fact that people involuntarily 
hospitalized with severe mental illnesses may have symptoms such as delusions, 
hallucinations, and anosognosia (BC Early Psychosis Intervention Program 2019; 
Arciniegas 2015; see also section 1.3.2) that might impair their perceptions and 
judgment. 
I don’t believe these are reasons to discount my participants’ credibility or my 
patient partners’ contributions to the project. First, therapeutic relationship is 
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positively correlated with procedural justice (see section 1.5), which is the 
patient’s assessment of how fairly they were treated during the process of 
involuntary hospitalization. That assessment is largely subjective: clinicians can 
take steps to increase the likelihood that patients will find their treatment 
respectful and fair, but ultimately only the patient can judge the fairness of their 
treatment based on their experience. As a result, it’s impossible to promote 
procedural justice in a clinical interaction without asking patients about their 
perceptions of that interaction.  
Second, one essential pillar of procedural justice is voice—the notion that 
patients have the opportunity to express themselves and be heard. I found that 
even long after hospitalization, many of my participants appreciated the chance 
to have their voices heard during our user-testing sessions. For example, as she 
was leaving, Dina said, “I’m glad you’re doing this research. It’s good to know 
someone cares about us.” Offering patients that voice at the point of care may 
foster trust in the mental health system, and actively engaging patients in their 
own recovery can increase acceptance of and adherence to treatment and 
improve long-term health outcomes (Roche et al. 2014).  
Third, given the detrimental effects of the historical disempowerment of people 
with severe mental illness (see section 1.4), I believe that researchers have a duty 
to help give some power back to an often marginalized population as an act of 
reconciliation, which is why I chose a transformative research paradigm. In my 
case, empowering patients involved giving my patient partners the authority to 
make decisions about the content and format about our suite of tools, and their 
contributions were instrumental to the tools’ successful launch and 
implementation (see section 7.4). 
7.2.2 Policy and practice implications 
Participants had several suggestions for how the new suite of communication 
tools could be used in the clinical setting. For example, they said that: 
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• the pamphlet should be given upon admission but also made readily 
available in the patient lounge so that people could read it at any time (see 
section 5.1.1.6), 
• hospitals should carefully consider where they put up the posters, because 
some areas may deter patients from reading them (see section 5.1.2.3), 
• the wallet card should be offered to patients along with the pamphlet and 
Form 13 as well as at discharge and throughout the community (see 
section 5.1.3.2), and 
• the video could be shown to patients on admission but also at group 
sessions where patients’ rights are the focus of the group discussion (see 
section 5.1.4.3). 
According to participants, these suggestions would give patients multiple 
opportunities to hear rights information and would contribute to an environment 
where they feel safer talking to staff about their rights, without fear of becoming 
known as a “difficult” patient and losing privileges in the hospital like passes and 
breaks. Yet they hinge on clinicians’ actually using the tools and fostering that 
culture of respect for patients’ rights. 
Our team recognized that simply creating these tools isn’t enough to promote 
their uptake; a deliberate implementation effort would be needed to introduce 
these tools to clinicians and hospitals. I briefly outline our effort in section 7.4. 
Participants had overwhelmingly positive responses to the video but were 
concerned that some units wouldn’t have the technology to show it. In response 
to that comment our team has made it available not only via YouTube but also as 
a downloadable file that can be played offline. Staff may also contact us via our 
website to request the video on a DVD. 
Although we had no objections to making these accommodations, playing our 
rights video on YouTube would require only a screen, like a tablet or computer, 
and an internet connection. Unless having this technology in psychiatric units is a 
safety concern, I’d submit that acquiring a device to play the video would be a 
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relatively small and worthwhile investment, especially because participants’ 
comments suggest the video could help patients understand their rights and build 
a culture of trust. 
At the moment, giving involuntary patients Form 13 is still required by the 
Mental Health Act, and we meant for our new suite of communication tools to 
supplement, rather than replace, that form. Given that one participant said she 
would prefer Form 13 over our suite of tools because it looks “more serious” (see 
section 5.1.1.5), Form 13 may always be an essential part of the toolkit available to 
clinicians to help patients understand their rights, even if the Mental Health Act 
were eventually amended so that a statutory form would no longer be required. 
Our suite of communication tools merely expands that toolkit and offers options 
to those who prefer other modes of communication. 
Co-creation and user testing seemed to yield information tools that participants 
found empowering and patient centred. As mentioned in section 7.1.2, 
involuntary patients see several other Mental Health Act forms. Co-creating and 
user testing supplements or replacements for those documents may also be 
beneficial to patients’ sense of procedural justice (as defined in section 1.5). 
7.2.3 Challenges 
As with the Form 13 user testing, the main challenge in this phase of the project 
was recruitment. I recruited 18 participants over eight months for Form 13 user 
testing, but, because our patient-oriented research project had to be completed 
within one year, I had only four months to recruit at least 15 participants to test 
our new suite of tools. Further, I user tested in three rounds of five, five, and six 
participants, respectively. After each round, I had to compile feedback for the 
team’s consideration, make revisions for the team’s review, and secure team 
members’ approval before the next round of testing. Although by this point I had 
a much stronger network within the mental health community from which to 
recruit participants, the condensed time frames made recruitment and 
scheduling user-testing interviews logistically challenging. 
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I felt fortunate that our patient-oriented research team itself seemed to face 
relatively few challenges over our eight months of collaboration. Although 
scheduling activities for a team of seven people will likely always come with 
logistical difficulties, team members were responsive, respectful, and prepared to 
contribute, both at in-person meetings and in online discussions. If I had to name 
one challenge, it would be that patient partners’ self-stigma sometimes led them 
to underestimate how vital they were to the project. One patient partner tended 
to give blanket approval of our materials when I genuinely hoped for critical 
feedback, and I had to learn how to ask questions about specific elements of the 
suite of tools—for example, “In what ways does the image of the hospital room 
reflect your experience? In what ways does it feel inaccurate?”—to tease out that 
partner’s opinions. The other patient partner readily gave essential critical 
feedback but continually expressed doubts that they could participate because of 
their psychiatric symptoms. Before several of the meetings they would call or 
email to warn me they might not be able to attend. Each time I told them to 
prioritize their own needs and reassured them that we’d find other ways for them 
to stay involved; each time, they found a way to make it to the meeting and 
contribute in person as planned. 
One challenge that arose because of the legal nature of the project was that, 
although I did my best to apply plain-language principles (Stephens 2010) when 
editing and designing the materials, the legal reviewer’s opinion was that some of 
the legal language in the criteria had to remain. For example, I had proposed 
changing (the italicized) part of the third criterion, “you need care, supervision, 
and control to protect you or others, or to keep you from deteriorating 
substantially, either physically or mentally” to “to keep your physical or mental 
health from getting worse.” But our legal reviewer said that (a) “health” was not 
explicitly in that part of the legislation and could be misinterpreted and (b) we 
had to keep at least the concept of “substantial deterioration” because a case in 
Ontario (Thompson and Empowerment Council v. Ontario 2013) had defined 
the distinction between deterioration and substantial deterioration. Had it been 
possible to simplify the criteria further, we may have been able to reduce the 
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Flesch-Kincaid reading level from grade 7.3 to the grade 5 or 6 recommended for 
people who may have low literacy or cognitive difficulties (Cotugna, Vickery, and 
Carpenter-Haefele 2005). One participant who told me they had language-
processing difficulties said they would have preferred even more simplified 
language, and being able to replace more of the legal terms with plain-language 
explanations may have better accommodated this participant’s needs and further 
increased the accessibility of the text for patients with similar problems. 
Finally, a major challenge in this phase of the project came from the long 
production time required to make the video, relative to the print materials. After 
we drafted a script, the illustrator sketched a storyboard, which the video 
producer animated to Dr. Erin Michalak’s narration. This was the video we used 
in user testing, which meant that users saw a very preliminary, black-and-white 
version of the video. The video producer was able to make one small adjustment 
to the way the criteria were depicted in the video, based on a first-round 
participant’s suggestion, so that we would have a revised video to show to the 
second and third rounds of user testers. But by the time our third round of testing 
occurred, the illustrator was already trying to finalize the images, which meant 
that any major changes users suggested might be beyond our project budget to 
incorporate. 
Further, relaying our team’s feedback to the illustrator about each storyboard 
sketch required extensive correspondence, because team members had concerns 
about how certain details had been depicted in virtually every frame—like the 
presence of flowers in the psychiatric unit, the positioning of the legal advocate’s 
hand, and the characters’ clothing and facial expressions. Our aim was for the 
images to authentically represent the hospital experience, and because the 
illustrator had never experienced involuntary hospitalization, he had no way of 
knowing how interactions with a psychiatric treatment team might differ from 
other common depictions of hospital scenes and may not have been prepared for 
the volume of suggested changes. Similarly, it took several exchanges of 
correspondence between the video producer and me to achieve the pacing the 
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team was envisioning, where the cuts between scenes had a long-enough pause 
for viewers to absorb one point before moving on to the next. 
Because of our project budget and time constraints, I don’t think we could have 
done much differently. A face-to-face meeting between the entire team and the 
illustrator might have helped convey our ideas more efficiently but would have 
been hard to schedule. Using an illustrator with lived experience of involuntary 
hospitalization might also have reduced the volume of revisions, but finding 
someone with such a specific set of skills and experiences within a short time 
frame would likely have been challenging. Ultimately, team members seem happy 
with the final illustrations and video. 
7.3  The rights-information process 
Together, the user testing on Form 13 and on our new suite of communication 
tools yielded interviews with 34 people who had experienced involuntary 
hospitalization. Using the method described in section 3.5, I analyzed the 
transcripts of these interviews inductively to learn more about participants’ 
experiences with the rights-information process. 
I aimed to answer the question “What factors affect the involuntary patient’s 
experience of the rights-information process?” 
In Chapter 6 I organized the results into six thematic categories: 
• What do patients want to know? 
• Who should tell patients about their rights? 
• When should patients be told about their rights? 
• Why should patients be told about their rights? 
• Written law versus practice 
• Beyond rights information 
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In the sections that follow, I reflect on those results in the context of the rights-
information process as set out in the Mental Health Act (see Chapter 2) and 
discuss some implications to policy and practice. 
7.3.1 What do patients want to know? 
7.3.1.1 Reasons for hospitalization 
Most participants wanted to know the reasons they were hospitalized, with some 
identifying these reasons as the most important information for patients to 
understand (see section 4.1.1.1). It’s hard to see how patients can even begin to 
believe that their detention is procedurally just if they don’t know why they’re 
being hospitalized. Two pillars of procedural justice (see section 1.5) are 
neutrality (that decisions are made based on objective criteria) and 
trustworthiness (that the process is open and transparent), and without knowing 
the reasons for hospitalization, patients are unlikely to perceive either of these 
pillars. 
According to s. 10 of the Canadian Charter of Rights and Freedoms, “Everyone 
has the right on arrest or detention […] to be informed promptly of the reasons 
therefor.” 
I discussed in section 2.3.3.2 the debate over how detailed these reasons would 
have to be to satisfy the Charter. Gray, Shone, and Liddle (2008) suggested that 
simply informing patients that they were hospitalized because they met the four 
criteria for involuntary hospitalization would be enough to fulfill this Charter 
requirement. In contrast, Johnston (2017) has argued that each involuntary 
patient should have the right to be provided with their Form 4 medical certificate, 
on which the doctor is, in theory, required to explain, in writing, how that patient 
specifically meets the four criteria. 
The Mental Health Act itself is silent about whether patients should receive a 
physical copy of their certificates, but Form 13, part of the Mental Health 
Regulation, says: 
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The reasons why the medical doctor thinks you should be here are 
written on the medical certificate. You may have a copy of the 
medical certificate unless the hospital believes that this information 
will cause serious harm to you or cause harm to others. 
In practice, physical copies of Form 4 are rarely given to patients while they’re in 
the hospital (personal communication with V. Bland, clinical nurse educator, 
2018-05-24; with A. Russolillo, clinical nurse specialist, 2018-07-27), although 
patients can usually request their records when they’re discharged. 
One participant expressed confusion over how the information in the certificate 
might cause serious harm. This point isn’t addressed in the Mental Health Act 
but, according to the Guide to the Mental Health Act (BCMH 2005), is drawn 
from the Freedom of Information and Protection of Privacy Act (1996), which 
allows patients access to their records unless “the disclosure could reasonably be 
expected to (a) threaten anyone else’s safety or mental or physical health, or (b) 
interfere with public safety” (s. 19). Specific examples of these threats to safety 
are not given in the Guide to the Mental Health Act. 
One reason cited for not giving patients a copy of their certificate is that the 
document might identify a source of collateral information (Gray, Shone, and 
Liddle 2008, p. 344) and either endanger that person or harm the relationship 
that person might have with the patient. Another reason for not giving patients 
records, raised in a 2012 evaluation of Newfoundland and Labrador’s Mental 
Health Care and Treatment Act, is that showing a newly certified and possibly 
already agitated patient their certificate may escalate their anger. According to a 
nurse: 
“It’s very frustrating that the first thing that we’re doing is giving 
the patient a copy of their certification papers with the reasons 
written on it why they’re certifiable. The doctor is trying to develop 
a relationship and put themselves in the position of being the helper 
and the trust and ‘you’re writing these things about me?’ And not 
only that but in the review hearing, you’re having to sit there with 
the patient in the room and tell everything and I know the 
psychiatrists are very challenged with it, we all are in that situation 
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but the patients get very upset with them and yet they’re the ones 
who’ve got to continue the treatment… and try to build trust again 
for the next certification. There’s a lot of damage.” (Newfoundland 
and Labrador Centre for Health Information 2012, p. 37) 
Because of these risks, write Ross and Lin (2003), “It may be reasonable, 
therefore, to limit patient access to psychiatric records or for a mental health 
professional to be available when patients review psychiatric notes.” But their 
review also found several benefits to giving psychiatric patients some access to 
their records—namely, that (a) patients felt more engaged in their own recovery: 
Psychiatric outpatients in a descriptive study were also observed to 
“participate more in their long term care” (Essex, Doig, and 
Renshaw 1990). Similarly, in a descriptive study of psychiatric 
inpatients, 85% felt that open access to records helped them “take a 
more active role in treatment” and 71% felt more confident as a 
result (Stein et al. 1979). 
and (b) the act of making the records available helped patients trust their health 
care practitioners: 
Patient-accessible medical records are particularly helpful for 
patients who are concerned about what might be hidden in the 
chart. Demystification of the record improved satisfaction for such 
patients in a study of those who spontaneously requested their 
records (Roth, Wolford, and Meisel 1980) and in a descriptive study 
of medical inpatients (Golodetz, Ruess, and Milhous 1976). In 
nonrandomized controlled trials of psychiatric patients, 
demystification even benefited some who did not read their records 
but “said that the very fact that they could see the charts obviated 
the need to do so and increased their trust in the staff” (Miller et al. 
1987), sometimes leading to better acceptance of therapy 
(McFarlane, Bowman, and MacInnes 1980). 
White and Danis (2013) write that clinicians can use reviewing health records 
with the patient as an opportunity to enhance patient-centred communication 
but acknowledge that they may have to learn how to write their notes in a way 
that doesn’t stigmatize patients: 
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It will become increasingly important for clinicians to develop the 
necessary writing skills and sensitivity to patient perceptions to 
document appearance, emotional state, symptoms, substance abuse, 
incomplete adherence to medical regimens, and other sensitive 
issues in a nonjudgmental way that patients may read at any time. 
A complicating factor in this debate is that in 2018 the Mental Health Review 
Board revised its Rules of Practice and Procedure (BCMHRB 2018b) to ensure 
that any patient preparing for a review panel hearing would be able to see their 
records, including their Mental Health Act forms like Form 4. This rule 
essentially means that a patient who wants to see their records could do so by 
applying for a review panel hearing—whether they wanted one or not. 
Applications to review panel hearings, even those that are cancelled, involve 
administrative costs ($905 per application in 2017, according to the BC Mental 
Health Review Board’s 2017/2018 annual report [BCMHRB 2018a]).  
I’d argue that making all records available on request by patients would prevent 
abuse of the right to apply for a review panel as a way of accessing records and 
would put all patients’ access to their health information on equal footing. In turn, 
physicians completing the certificates may have to receive training to record 
patients’ reasons for hospitalization in a non-stigmatizing way. They would also 
have to be conscientious about omitting identifying information about sources of 
collateral information to mitigate the risks to those sources or to the sources’ 
relationship with the patient. Facilities may also have to develop a policy and 
process for patients to request and review their certificate, possibly with a 
clinician present to help interpret it. 
Taking these steps is well supported by the main findings from my interviews 
about access to the medical certificate. Participants told me that: 
• knowing their reasons for hospitalization was important to their sense of 
procedural justice, 
• reviewing their certificate and other records with their doctor would help 
foster trust, 
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• framing the reasons for admission to centre the patient’s care, 
emphasizing that hospitalization is necessary to keep the patient safe, 
would help patients feel less fear and anger, and 
• showing patients their certificate may be enough to satisfy them: many of 
my participants said they would have wanted to see the certificate, but 
none specifically asked for a physical copy. 
Given participants’ comments, as well as the BC Office of the Ombudsperson’s 
recommendation that “the health authorities require the designated facilities to 
store and maintain Mental Health Act forms in a manner that makes them 
readily accessible to staff, physicians and patients” (2019a, p. 98), the practice 
implication is that hospitals should offer to show patients their Form 4 and make 
it accessible on request. From a therapeutic jurisprudence viewpoint, making the 
certificate available as a fulfillment of patients’ s. 10 Charter rights may increase 
patients’ perception of the admissions process’s neutrality and trustworthiness, 
two of the pillars of procedural justice (see section 1.5). Fostering this trust in the 
therapeutic relationship may encourage patients to engage in their own treatment 
planning and recovery. 
It may not be necessary to provide a copy of the certificate to all patients as a 
matter of course, as is done in Newfoundland and Labrador (Mental Health Care 
and Treatment Act 2006, s. 11), for patients to feel a sense of procedural justice. 
Simply allowing patients to see Form 4 rather than giving them copies would 
mitigate concerns about privacy (for example, the risk of patients finding one 
another’s forms) and could prevent escalation of agitation in patients who don’t 
want to see their certificate. 
7.3.1.2 Involuntary status 
Some participants reported not being told they were certified, finding out about 
their involuntary status only when they tried to go home or leave the building for 
a cigarette break. Their stories align with complaints documented in the BC 
Office of the Ombudsperson’s report (2019a, p. 11). My study’s participants said 
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that not being told their involuntary status led to a poor patient experience 
because it made them feel dehumanized and prompted them to distrust the 
mental health system. This lack of information not only contravenes the 
“trustworthiness” and “respect” pillars of procedural justice (see section 1.5) but 
also deprives involuntary patients a voice (a third pillar) in the admissions 
process. The distrust arising from this violation of procedural justice may make 
people avoid seeking medical or psychiatric help in the future, a behaviour that 
can lead to poor mental and physical health outcomes (Kreyenbuhl, Nossel, and 
Dixon 2009; Dixon, Holoshitz, and Nossel 2016). 
This oversight is especially concerning because it’s the involuntary admission 
from which all other procedural safeguards flow: after the Form 4 medical 
certificate is signed, authorizing a patient’s involuntary hospitalization, the 
doctor should outline the treatment plan on Form 5 (consent for treatment), 
which the patient should see and, if they’re willing, sign. Someone, typically a 
nurse, social worker, or doctor, should give patients their Form 13 rights 
information and ask patients to nominate a near relative to notify about their 
hospitalization using Form 15. If patients aren’t even being told they’ve been 
certified, these other procedural safeguards likely aren’t being carried out, either. 
This conclusion is supported by the Office of the Ombudsperson’s investigation 
(2019a), which found Form 5 in only 76%, Form 13 in only 49%, and Form 15 in 
only 43% of patient files they reviewed, when the Mental Health Act requires 
100% compliance. 
Most participants felt that it was the certifying doctor’s responsibility to tell 
patients that they were certified and to explain what certification under the 
Mental Health Act meant. 
An obvious practice recommendation stemming from these findings about 
patients’ involuntary status is that hospitals (or, more specifically, directors of the 
designated facilities—see sections 2.3.1.3 and 2.3.2 for an explanation of these 
terms) should develop workflow and accountability measures to ensure that 
doctors tell patients about their involuntary status and explain what it means. 
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These measures could be implemented via organizational learning, where staff 
form mutually supportive networks and regularly discuss best practices, which 
has been found to be effective at promoting adherence to guidelines in a 
psychiatric setting (Forsner et al. 2010). 
7.3.1.3 Hospital-specific rules and privileges 
As discussed in section 6.1.3, many patients were less concerned about their 
Form 13 Mental Health Act rights and more concerned about hospital-specific 
rules and privileges. They considered many of the Mental Health Act rights, like 
applying for a review panel hearing, abstract and theoretical, compared with 
more concrete concerns about their day-to-day life in the hospital. Many 
expressed frustration that these privileges, like being able to wear their own 
clothes, to have access to their possessions, or to take breaks, seemed arbitrary 
and granted based on the whim of the clinical staff. Several participants said that 
the fear of losing these privileges made them more reluctant to discuss their 
rights with staff, because doing so might make them seem confrontational or 
“difficult.” 
Different facilities have different policies to address these kinds of concerns 
(Guide to the Mental Health Act, BCMH 2005, p. 49), so this content would have 
been inappropriate to include in our suite of rights-communication tools, meant 
for use province-wide. But participants said they would have liked more clarity 
and transparency on those hospital policies, including objective criteria they 
could work toward to earn their privileges. 
A possible model is New Zealand’s legislation, which, for example, includes 
safeguards to “unreasonable search and seizure.” Instead of taking away a 
patient’s clothing and possessions upon admission as a matter of course, which is 
policy at some BC facilities (Johnston 2017), New Zealand opts for a least-
restrictive approach where seizure of possessions occurs only if the risk of the 
patient having those possessions meets non-arbitrary thresholds. From the 
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Guidelines to the Mental Health (Compulsory Assessment and Treatment) Act 
1992: 
Section 21 of the New Zealand Bill of Rights Act 1990 (the 
NZBORA) requires that a search and seizure policy is reasonable, 
and that each particular act of searching for or seizing property 
must also be reasonable. To comply with Section 21, inpatient units 
should develop search and seizure policies that provide for 
reasonable searches that: 
• are non-arbitrary (for example, indicated by a structured and 
rational assessment) 
• are rationally connected to the risk a person is thought to 
pose to self or others 
• are proportional to the risk a person is thought to pose to self 
or others and only infringe rights and freedoms to the extent 
necessary to address that risk 
• do not unduly diminish a person’s dignity or invade their 
reasonable expectation of privacy. 
The guide also advises that searches and seizures be properly documented and 
possessions be safely stored: 
Rational processes for search and seizure should always include: 
• searches and seizures being carried out by appropriately 
experienced and trained staff 
• adequate record-keeping, including a list of the items 
removed and giving a copy of the list to the owner of the 
property 
• retention of property for only as long as necessary to achieve 
the purpose for which it was removed 
• review of instances of search and seizure by management 
• appropriate storage or disposal of property. (New Zealand 
Ministry of Health 2012) 
These measures help acknowledge patients’ humanity by offering assurances that 
their possessions—which many people consider an extension of themselves, their 
identity, and their personhood—are important and cared for (Belk 1988). In turn, 
this display of care can decrease patients’ feelings of humiliation and 
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powerlessness at having their possessions confiscated (Kuosmanen et al. 2007). 
BC’s legislation lacks this standard of consistency in its guidance. Codifying these 
policies explicitly and specifying recourse for people who felt unfairly treated 
would add a layer of procedural justice by reinforcing the “neutrality” and 
“trustworthiness” pillars (see section 1.5) that could help empower patients. 
7.3.1.4 Information and rights at discharge 
Many participants worried that being hospitalized meant that their rights were at 
risk even after they were discharged. Others wanted more information about 
their rights if they were placed on extended leave. 
Our team hoped the wallet card (see section 5.1.3) would help narrow this 
information gap, but to close it entirely would require more detailed information 
to be given to patients in their discharge planning. 
A recommendation arising from these findings is that the health authorities and 
community mental health teams should co-create, with patients, information 
resources about their rights for people being placed on extended leave. Those 
patients being discharged entirely should be reminded of which of their rights 
have been restored. 
7.3.2 Who should tell patients about their rights? 
Whether rights information should be given by health care staff or an 
independent third party has been an issue of some controversy. On one hand, 
lawyers and legal advocates who represent patients at review panel hearings have 
said that for staff to give rights information represents a conflict of interest: 
[…] it is a conflict of interest for facility staff who are involved in 
detention and involuntary treatment decisions to provide rights 
information to detainees. Detainees cannot freely ask questions 
about their rights and seek legal advice from the same individuals 
who are actively monitoring and documenting their behaviour. 
(Johnston 2017, p. 68) 
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Several Canadian jurisdictions recognize this potential for bias—or the 
appearance thereof—and offer involuntary patients services of rights advisors 
who are explicitly not involved in patients’ psychiatric treatment. In Ontario, the 
Psychiatric Patient Advocate Office (PPAO) gives rights advice to inpatients: 
While the PPAO is funded by the Ministry of Health and Long-Term 
Care, as are the hospitals and the community agencies providing 
community treatment orders, the employer is not the service 
provider. The net effect of this is independent rights advice and 
advocacy services—there is no potential for conflict of interest 
because PPAO staff are not accountable to the psychiatric or general 
hospital. (Psychiatric Patient Advocate Office 2008, p. 40) 
Rights-advice services in Newfoundland and Labrador were rated highly in an 
evaluation of the province’s Mental Health Care and Treatment Act 
(Newfoundland and Labrador Centre for Health Information 2012, p. 26), and, in 
Ontario, an independent evaluation of the PPAO’s role in rights advice for 
patients who were issued community treatment orders (CTOs) found that almost 
all stakeholders appreciated the rights-advice service: 
The health and helping professionals with whom we spoke, 
including psychiatrists, other members of hospital staff, and CTO 
coordinators, were generally satisfied with the services of the 
Psychiatric Patient Advocate Office (PPAO) and the rights advice 
services that they provide. Most told us that rights advice was 
provided in a timely manner and the process was constructive and 
helpful. Many CTO clients and substitute decision-makers told us 
that they appreciated the rights advice that they received. With the 
exception of a minority of family members who oppose all forms of 
legal protection for patients, everyone we spoke with told us that 
rights advice is a necessary and positive part of the process. 
(Dreezer and Dreezer Inc. 2005, p. 98) 
In BC, involuntary patients “are currently provided with legal rights information 
by the same health care practitioners who are responsible for and involved in 
their detention—doctors, nurses, case managers, and social workers” (Johnston 
2017, p. 15), although this wasn’t always the case. According to the 1994 report 
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from the provincial Office of the Ombudsman, Listening: A Review of Riverview 
Hospital, several BC hospitals also used to use independent rights advisors: 
Since 1991, the Legal Services Society has funded the Mental Health 
Law Program to provide a “Rights Advisor”, or Legal Information 
Counsellor to all newly admitted patients. A trained paralegal 
reviews the patient’s rights, and gives information on how the 
patient can apply for a Review Panel and representation at the 
hearing. This service is offered to all new admissions at Riverview 
Hospital, and the psychiatric units of five Lower Mainland general 
hospitals. It is not available elsewhere in the Province. We spoke to 
several former patients who said that having an independent person 
tell them of their rights as an involuntary patient made a huge 
difference to their sense of security and well being. (BC Office of the 
Ombudsman 1994, p. 4-20) 
In contrast with the perspective of the legal advocates, Gray, Shone, and Liddle 
(2008) argue that having hospital staff give rights information is no more a 
conflict of interest than having police officers give rights information after an 
arrest in the criminal context: 
Police officers are routinely accepted by the courts as being able to 
provide this information without an invalidating bias to people they 
not only arrest but may well have an interest in convicting. 
Similarly, a hospital staff member, receiving a person who had been 
detained on the authority of another person, a physician, would 
probably not be considered to be biased in the legal sense of 
disqualifying the staff member from providing valid rights 
information. (pp. 348–349) 
They also argue that hospital staff are trained to communicate with patients in 
mental distress in a way that paralegal personnel may not be. Legal advocates 
counter that health professionals aren’t trained in the law (Johnston 2017, p. 15) 
and may provide incorrect or inconsistent rights information. 
One possible way to reconcile these perspectives is to consider a distinction 
between rights notification and rights advice (see section 2.4.1). Perhaps, like 
police, staff are qualified to give rights notification—simply telling patients that 
they have rights—but the task of giving rights advice, where patients could learn 
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more about each right and discuss their options, could be carried out by a third 
party with no perceived conflict of interest. In section 7.3.3 I make the case for 
compelling peace officers and staff to give rights notification and codifying this 
responsibility in the Mental Health Act so that patients, even before they’re 
certified, have the opportunity to learn about their s. 10 Charter rights. 
Who do my participants believe should give patients rights information? As I 
discuss in section 6.2 and summarize again here for context, the variability in 
their responses was notable. 
Some participants did feel that there was a conflict of interest if a member of the 
treatment team gave rights information. In other words, this practice threatened 
the “neutrality” and “trustworthiness” pillars of procedural justice (see 
section 1.5). Although some of them would have preferred an independent rights 
advisor with legal knowledge and experience, many felt intimidated by lawyers. 
They said that social workers, or other members of the hospital staff, could give 
patients rights information, as long as these staff members weren’t directly 
involved in the patients’ care and treatment. Receiving the information from on-
site staff would let patients more easily follow up with questions later. Whereas 
some participants expressed apprehension about having to hear rights 
information from a stranger, an on-site staff member would be a “familiar face.” 
Other participants weren’t concerned about a conflict of interest between the 
treatment staff and patients—and in fact thought that having rights advisors who 
also represented patients at review panel hearings would itself be a conflict of 
interest because representatives could use the rights-advice interaction to “drum 
up business.” Instead, many of them thought that giving patients rights 
information should be part of a treatment team’s clinical interaction, where the 
team could use the opportunity to build a relationship of trust and engage the 
patient in planning their recovery. Many within this group of participants wanted 
to hear rights information from nurses, whom they felt were the most 
sympathetic clinicians, but others felt that the rights conversation should be part 
of the interaction with the doctor to discuss a treatment plan. 
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A few participants suggested that there should be flexibility in who gives the 
patient rights information based on who they’d prefer. In theory, because BC’s 
Mental Health Act doesn’t specify that a particular group of professionals must 
give the rights information, the legislation does allow for some flexibility. But this 
flexibility may also translate into uncertainty about who’s responsible, leading to 
inconsistency in whether rights information is given and ultimately to a lack of 
accountability. This problem has been borne out in other jurisdictions—for 
example, according to the Alberta Mental Health Patient Advocate Annual 
Report 2014–2015: 
Some staff were unaware of the notification requirement. For those 
who were aware of the requirement but did not comply, there was 
often confusion about who had the duty to provide notification or 
there was an assumption that it was already provided. Immediate 
action to ensure compliance did not always occur. (Alberta Mental 
Health Patient Advocate 2015, p. 30) 
In response to its findings that clinical staff often fail to fulfill their rights-
notification requirements, and recognizing the possible conflict of interest in that 
interaction, the BC Office of the Ombudsperson has recommended that the 
Ministry of the Attorney General fund the Legal Services Society to deliver 
“independent rights advice and advocacy” (2019a, p. 99) services to involuntary 
patients. 
Participants’ comments suggest that patients should be involved in co-creating 
this service so that it best meets their needs, because the lack of consensus among 
their preferences for who should tell them their rights indicates varied and 
complex information needs that may not be met by the imposition of a one-size-
fits-all service. 
7.3.3 When should patients be told about their rights? 
Participants’ chief concern about independent rights advisors was that they may 
not be available at all times to give patients rights information, which many 
participants believed patients should receive immediately upon admission. 
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This was the reason Gray, Shone, and Liddle (2008) gave for preferring hospital 
staff to an outside independent rights advisor—they’re always available and are 
therefore able to give patients rights information without delay: 
Legal agencies that are not available “promptly” which means 
immediately after apprehension or detention, to provide rights 
information 24 hours a day, 365 days per year are unlikely to meet 
the Charter requirements. Providing a patient with their Charter 
rights after a 72-hour weekend, for example, does not appear to be 
prompt, especially when hospital staff are available. […] 
Unlike legal agency staff who come to see the patient for a short 
time to provide the rights information, hospital staff are 
continuously available. When patients are admitted, they are often 
psychotic and may not be capable of understanding the rights 
information. In addition to immediately informing patients of their 
rights, hospital staff are available to judge when a patient is capable 
and to provide the information at the “teachable moment.” This is 
not generally true of legal agency staff who are not at the nursing 
units on weekends or after normal office hours. (p. 349) 
Many of my interview participants admitted to not being in a state of mind to 
take in information at admission. This may partly explain why only 13% of 
patient files reviewed by the BC Office of the Ombudsperson had Form 13s that 
were completed on the day of admission (2019a, p. 34). The Mental Health Act 
requires rights information be repeated if the patient appears not to understand, 
but many participants don’t believe a second attempt to notify them of their 
rights was ever made. 
Another problem arises when the two Form 4 medical certificates are completed 
at the same time. In that case, patients may receive their rights information only 
once, whereas if the two Form 4s are separated by almost 48 hours, they would 
hear their rights each time a Form 4 is signed. At the second Form 4, their 
symptoms may have been controlled to the point where they were better able to 
understand information. 
One strategy to increase the likelihood that patients will hear their rights is to 
repeat them 48 hours after admission regardless of when their second Form 4 
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was signed. Another strategy is to offer rights information regularly over the 
course of the patient’s stay. And, as mentioned in section 7.2.2, having multiple 
opportunities to learn their rights in different formats, such as with our suite of 
rights materials, would help foster an environment where patients felt that their 
rights were valued. 
A source of confusion about the timing of rights notification may come from the 
admissions process: a person is only certified when they’ve been examined by a 
doctor and that doctor completes a medical certificate. But often a person waiting 
to be examined may believe they’re already detained. For example, a participant 
who came in for an interview turned out not to meet the inclusion criteria for the 
study, because although he’d been taken by police to the hospital for assessment, 
he’d never been certified—a fact he was surprised to learn from me. 
Two participants said that they recall that pre-certification period, when they 
were waiting to be assessed, being less chaotic than the time immediately after 
admission, when they had to change into hospital pyjamas and sign all of the 
certification-related paperwork. They suggested that this waiting period might be 
a better time for them to receive rights information. But because they weren’t 
officially certified at that point, the Mental Health Act didn’t yet apply, and giving 
them rights information via Form 13 then would have been premature, according 
to the legislation. 
These participants’ comments suggest the need for better communication in the 
pre-certification period, when people waiting to be examined may already be 
feeling powerless and possibly coerced, particularly if police are involved. Butler 
(2014) found that people’s interactions with police before hospitalization set the 
tone for their stay: “When individuals feel that police officers are fair and 
genuinely concerned about them, they are more likely to comply with medical 
treatment and believe that the treatment is in their best interest” (pp. 60–61). 
This finding suggests that police can help establish a sense of procedural justice 
early in the detention, before the person arrives at the facility, by being open 
about rights information. One possible strategy is to ensure that police and then 
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hospital staff inform patients of their s. 10 rights under the Charter. Then they 
can receive information about their full Form 13 Mental Health Act rights when 
they are actually certified. In other words, police and staff can give patients rights 
notification immediately upon apprehension and arrival to the hospital, 
respectively, but more thorough rights advice can occur when they’re formally 
admitted. 
Whereas the mental health legislation in some jurisdictions, including Manitoba, 
New Brunswick, and Newfoundland and Labrador, specifically says that peace 
officers or whoever first detains the person must tell them their s. 10 Charter 
rights, BC’s Mental Health Act doesn’t explicitly obligate peace officers to give 
that information. 
The Charter supersedes all provincial legislation, so peace officers have a Charter 
obligation to tell people they detain and convey to the hospital about their s. 10 
rights, even though this responsibility isn’t mentioned in the Mental Health Act. 
The case of A.H. v. Fraser Health Authority (2019) shows that rights notification 
may have to be explicitly codified in the provincial legislation for police and 
health authorities to recognize that they need to do it. In the case, A.H. was 
detained for almost ten months under the Adult Guardianship Act (1996) and 
Fraser Health didn’t inform her of her s. 10 rights because, unlike the Mental 
Health Act, the Adult Guardianship Act doesn’t specify that patients must be 
notified of their rights. 
The Alberta Mental Health Patient Advocate has called for Alberta’s mental 
health legislation to be amended to make peace officers’ Charter obligations 
explicit (Alberta Mental Health Patient Advocate 2015), and BC could consider 
doing the same with its Mental Health Act, to increase the number of 
opportunities for patients to hear their s. 10 rights and to give patients a sense of 
procedural justice early in the hospitalization process. 
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7.3.4 Why should patients be told about their rights? 
7.3.4.1 Reducing the anxiety and helplessness of uncertainty 
As reported in section 6.4.1, participants reported that the main benefit of being 
told about their rights was simply knowing that they had rights. Many 
participants reported feeling anxious about not knowing how long they would 
have to stay in the hospital, not knowing what they could and couldn’t do, and 
not knowing what could and couldn’t be done to them. This uncertainty 
exacerbated the stress of being mentally unwell and being involuntarily 
hospitalized. 
Although many participants were still upset that the Mental Health Act allowed 
them to be medicated without their consent, they said that knowing they had 
options to challenge their certification or treatment, and receiving contact 
information for advocacy services or the Ombudsperson’s Office, would have 
been comforting to them. That information would have conveyed that there are 
boundaries to the Mental Health Act’s powers and that some safeguards exist. 
Perhaps the most important implication of these findings is that patients don’t 
necessarily have to exercise their rights to benefit from knowing about them. 
Many participants said they likely wouldn’t have applied for a review panel 
hearing or a second medical opinion, but knowing they had options would have 
given them a sense of control and decreased their feelings of helplessness. In 
other words, receiving rights information in itself can be empowering, bolstering 
the “neutrality” and “trustworthiness” pillars of procedural justice (see 
section 1.5), which is another reason—beyond its requirement by the Mental 
Health Act—that clinicians should aim consistently to give patients clear and 
complete rights information. 
7.3.4.2 Risk of rights information? 
Could telling patients about their rights be anti-therapeutic? 
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In Dreezer and Dreezer Inc.’s 2005 evaluation of Ontario’s community treatment 
order (CTO) policies, several family caregivers told the evaluators “with some 
degree of anger that rights advisers dissuaded their otherwise compliant relatives 
from agreeing to a CTO” (p. 98). 
Citing this report, Gray, Shone, and Liddle (2008) warn that an overzealous focus 
on rights could interfere with patients’ receiving the treatment they need: 
If rights advisors are not bound by the hospital ethic of healing but 
instead by the lawyers’ obligation to assist their client to pursue 
their legal rights, it is not difficult to see that time might be spent 
fighting over the patient’s treatment needs where they conflict with 
what the person wants. (p. 350) 
In that vein, two of my participants raised possible scenarios where rights 
information may be detrimental to patients’ treatment and well-being, as 
mentioned in section 6.4.2. One participant, Yevhen, wondered if knowing about 
his rights when he was certified would have caused him to question whether his 
hospitalization was appropriate instead of just accepting treatment. Another 
participant, Shantih, worried that a person with severe psychosis might insist on 
pursuing their right to counsel or their right to challenge their certification in 
court, even at great expense, and cause themselves financial hardship. 
Neither participant, however, suggested that the solution to this possible problem 
was not giving patients rights information. In fact, both advocated for more 
clarity and better communication. For example, Shantih said that it was essential 
to be transparent about possible costs involved in exercising certain rights. 
To me, the arguments for restricting access to rights information aren’t 
compelling: the findings from my research suggest that, rather than considering 
rights information as antithetical to treatment, treatment teams should consider 
giving rights information as an essential part of treatment, to build a 
collaborative therapeutic relationship and engage patients in their own recovery. 
The possible anti-therapeutic effects of rights information that my participants 
and other sources raise seem to arise from how that information is delivered. 
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Framing the rights as reassurances of a patient’s agency and of the limits to the 
legislation’s authority may enhance the therapeutic relationship, whereas 
framing them as necessarily adversarial to treatment could damage it. 
7.3.5 Written law versus practice: Form 13 requirements 
Only 13 of the 34 participants recalled being given or read Form 13 at some point 
over their history of sometimes several hospitalizations. Some conceded that they 
may simply not have remembered being told their rights, but the fact that the BC 
Office of the Ombudsperson found Form 13s in only 49% of the patient charts 
they reviewed (2019a) supports the notion that patients aren’t consistently 
receiving rights information as required under the Mental Health Act. 
For patients to understand their rights requires an effective communication tool, 
such as our new suite of materials, but it also relies on clinicians fulfilling their 
rights-notification responsibilities. 
As mentioned in section 7.1.2, the Office of the Ombudsperson has recommended 
that the Ministry of Health and Ministry of Mental Health and Addictions work 
with the health authorities to develop standards with the aim of achieving 
“100 percent compliance with the involuntary admissions procedures under the 
Mental Health Act through the timely and appropriate completion of all required 
forms” (BC Office of the Ombudsperson 2019a, p. 97). 
But imposing standards so that a Form 13 appears in 100% of patient files won’t 
necessarily mean that patients will have a better understanding of their rights. 
Participants’ comments suggest that, to maximize the likelihood that they’ll be 
receptive to rights information, clinicians should: 
• make two copies of Form 13—one that the patient signs and is put in the 
patient’s file, and one that the patient can take with them to read in detail, 
• consider the timing and context in which they’re offering patients Form 13, 
choosing, if possible, a situation where the patient isn’t feeling especially 
vulnerable, and 
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• repeat the information if the patient doesn’t understand. 
These kinds of behaviours would not be captured in an audit of patient files. 
Health care practitioners’ failure to give patients rights information is likely not 
malicious, but clinicians may be so immersed in their day-to-day familiarity with 
the Mental Health Act that they forget patients don’t have the knowledge that 
they do, especially if the patients are being introduced into the system for the first 
time. 
An alternative to simply mandating clinicians’ compliance in completing the 
Mental Health Act forms is to investigate why compliance is low, by asking 
clinicians what they believe are the barriers to giving patients rights information 
(see section 7.4). After identifying the barriers, the relevant ministries and health 
authorities could work with the clinical staff to co-design an approach that 
prioritizes patient care and patient rights while building in an accountability 
mechanism that integrates smoothly into clinicians’ existing workflow. 
7.3.6 Beyond rights information 
Rights information is only one component of giving patients a sense of 
procedural justice. Low barriers to accessing those rights and advocacy services 
can also help reduce patients’ sense of helplessness. As mentioned in section 6.6, 
participants said that the mental health system must promote an environment 
where patients feel safe asking questions about their rights and participating in 
their own treatment planning. They also wanted open communication and 
transparency about all aspects of their stay in hospital. 
The BC Office of the Ombudsperson suspects that the mental health system 
hasn’t “developed a culture […] that places sufficient emphasis on the importance 
of an involuntary patient’s legal rights” (2019a, p. 3). Developing that culture may 
involve additional staff training on the therapeutic jurisprudence benefits of 
providing complete and consistent rights information. 
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7.4  Complementary research and implementation efforts 
As our patient-oriented research team developed the new suite of rights-
communication tools, we recognized the need to make clinicians aware of the 
tools so that they would actually be used in the hospital. We also recognized that 
for the tools to be used over the long term, we’d have to ensure that hospital staff 
had ready access to the print materials. Although I had personally committed to 
maintaining the BC Mental Health Rights website (see section 5.1.6) to house 
digital versions of our tools, our team had no additional support beyond the one-
year Reach Award that funded our work, so we couldn’t sustainably supply 
hospitals with print versions of the materials. Instead, we aimed to persuade the 
health authorities to adopt the materials and make them available for staff to 
order print copies. 
First, to raise awareness of our new suite of tools, the clinical nurse educator on 
our team, Vanessa Bland, and I developed a clinician-training format that would 
serve three purposes: 
1. introduce the tools to clinicians, 
2. ask clinicians about the main barriers and facilitators to giving rights 
information, and 
3. refresh clinicians’ knowledge of the Mental Health Act. 
I, sometimes with Vanessa as a co-presenter, offered these sessions to staff in 
three hospitals in Vancouver and to Island Health clinicians at a Mental Health 
Act Education Day. 
To introduce the tools to the clinicians, I briefly explained why we undertook our 
project, and then we showed a video featuring our two patient partners 
explaining each tool and how it could be used in the clinical context. This video 
allowed patients’ voices to be represented in the training. We based our 
suggestions for possible uses in the clinical setting on participants’ comments 
during user testing of our new suite of communication tools (see Chapter 5). 
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Clinicians were then shown the animated rights video and were given copies of 
the print materials. 
We devoted a portion of the session to a focus group to solicit clinicians’ opinions 
about what they believed were the main barriers and facilitators to giving rights 
information to involuntary patients. This part of the session allowed clinicians’ 
voices to be heard and added an element of interactivity, both of which have been 
shown in the knowledge translation literature to increase engagement and 
promote uptake of the intervention (O’Brien et al. 2001; Grol and Grimshaw 
2001)—which, in our case, is the use of our tools with involuntary patients. 
Insights gained from these focus groups will be reported in a separate work. 
One known barrier from the literature is that clinicians feel they don’t have 
enough training to fully understand patients’ rights and how to take those rights 
into account in practical clinical situations (Brown 1984; Leino-Kilpi and Kurittu 
1995). To address this barrier, we spent a portion of the session reviewing the 
sections of the Mental Health Act and Mental Health Regulation relevant to 
rights notification, and then answered questions about them. 
Our sessions were attended mostly by nurses, social workers, and occupational 
therapists, although other allied health professionals—including rehabilitation 
assistants, a recreational therapist, a pharmacist, a psychologist, a clinical 
counsellor, a dietician—and administrative staff also attended. They rated the 
sessions highly in evaluations. In response to an open-ended evaluation question 
asking which aspect they found most beneficial, their responses included: 
• the new tools, 
• the video introducing the new tools, which allowed participants to hear 
patients’ perspectives, 
• the review of the rights-notification process under the Mental Health Act, 
and 
• the focus group discussion, which allowed participants to raise concerns 
about patient rights and discuss possible solutions with colleagues. 
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Vanessa also promoted our rights materials to the leadership at her health 
authority. These efforts resulted in the health authority’s adoption of our print 
materials into its Patient Health Education Materials Resource Catalogue. Having 
our materials listed in this catalogue means that staff can order print copies 
directly from the health authority’s printing service. 
The successful session format and the health authority’s uptake of the resources 
show the value of integrated knowledge translation (McGrath et al. 2009): 
Vanessa was involved from the inception of the project as the team’s clinician 
knowledge user. Not only did she inform several aspects of our communication 
tools’ development (see sections 5.1.1.4, 5.1.2.1, 5.1.3, and 5.1.4), but her 
knowledge of and investment in the rights materials positioned her to champion 
their use among her colleagues and with key decision makers within the health 
authority. 
Using Vanessa’s approach as a model, I have since liaised with other health 
authorities and the Ministry of Mental Health and Addictions in an effort to 
promote adoption of our rights-communication tools province-wide. 
Finally, in response to patients’ call for rights materials in languages other than 
English, I coordinated the translation of our rights pamphlet, wallet card, and 
video captions into eight of the most common languages spoken in BC. These 
resources are available on our project website (https://bcmentalhealthrights.ca). 
7.5  Possible future work 
Our co-creation and user testing produced a new suite of tools that participants 
said were better at communicating rights information than Form 13 alone. But to 
find out whether the tools would truly help involuntary patients (a) understand 
their rights and (b) feel more empowered about their hospitalization would 
require a separate evaluation in the clinical setting, possibly through patient 
surveys at discharge at facilities that were just introducing the tools. The 
participants of such a study would also likely better represent the involuntary 
patient population in terms of age, education, English ability, and severity of 
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psychiatric symptoms, compared with my sample, which, by virtue of my study 
design and recruitment strategy, favoured younger participants who understood 
English well, as I summarized in section 6.7. 
A related line of future research could be to examine whether the new tools 
enhance clinicians’ understanding of patient rights and helps them fulfill their 
rights-notification responsibilities. A probe of barriers and facilitators to the 
uptake of these tools in the clinical setting would also yield important insights for 
developing further implementation strategies. 
Several other documents in the involuntary admissions process, including all of 
the Mental Health Act forms, would likely benefit from co-creation and testing 
with end users, whether they are patients, family caregivers, or clinical staff. A 
similar approach should be used to create new information resources that 
patients have requested—about such topics as extended leave, recall to hospital 
from extended leave, and second medical opinions. 
Although some participants also spoke about receiving rights information while 
they were on extended leave, this dissertation focused mainly on the inpatient 
experience of rights notification. Further research to investigate how well rights 
are being communicated in the community may help determine if our suite of 
tools is enough for involuntary patients on extended leave or if they need more or 
different types of information. 
One major limitation to the study described in this dissertation is that none of the 
interviewees were over the age of 60. Older involuntary patients, some of whom 
are certified for symptoms of dementia, may have very different communication 
needs that our suite of tools may not meet. A separate user-testing study on this 
older population would help fill that knowledge gap. 
7.6  Conclusion 
This dissertation aimed to answer the question “What features define a patient-
centred approach to mental health rights information?” 
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From my analysis, a patient-centred rights-information model would include as 
many opportunities to transmit rights information as possible: 
• oral notification by police of s. 10 Charter rights upon apprehension, 
• oral and written notification by hospital staff of the Mental Health Act 
rights upon involuntary admission (and transfer and renewal), 
• rights advice from an on-site advocate or social worker who isn’t involved 
in the patient’s treatment, within 24 hours of admission, and then again 
after several days (the Newfoundland and Labrador Mental Health Care 
and Treatment Act, for example, mandates a follow-up visit from the 
rights advisor after ten days), 
• rights-communication tools that provide clear information and convey a 
supportive, caring, and empathetic tone, 
• rights information available in the patient’s preferred language, 
• posting of the rights in accessible locations throughout the unit, with print 
materials freely available, 
• regularly offered group sessions where patients can learn about and 
discuss their rights in depth, and 
• a culture of openness and transparency that encourages patients’ 
questions about their rights and helps patients exercise their rights. 
Interview participants overwhelmingly wanted more information about their 
situation over the course of their contact with the mental health system, from the 
time they’re taken to the hospital for assessment to discharge and beyond. A lack 
of information contributed to feelings of uncertainty and anxiety, and it often 
made them feel disrespected, infantilized, and disempowered. Their comments 
seem to confirm the role of information control (see section 1.6) in helping them 
understand what they are experiencing and how they can actively participate in 
their care and recovery. 
Patients’ rights are often framed as “safeguards” (Gray, Shone, and Liddle 2008; 
BC Office of the Ombudsperson 2019a), to ensure that people who don’t meet the 
criteria for involuntary hospitalization and are detained in error have a way of 
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appealing their certification to regain their liberty. But seen through the lens of 
therapeutic jurisprudence, the act of giving rights information to patients can 
also help those who do meet the criteria by giving them a sense of procedural 
justice. 
As Nunnelley (2016) wrote: 
The debate over involuntary admission has arguably been 
hampered by its framing. The debate often pits “liberty” against 
“treatment.” In this story, those who want more scope for 
involuntary measures are seeking to make people well, while those 
who insist on legal rights prioritize liberty at the expense of 
wellness. The task for mental health law […] is to balance these 
seemingly irreconcilable values. (p. 137) 
As my interviews show, rights and treatment aren’t in irreconcilable opposition—
in fact, rights are central to the procedural justice that can reduce involuntary 
patients’ feelings of coercion and disempowerment. Reducing feelings of coercion 
can foster trust between health care practitioners and patients and encourage 
patients to take an active role in planning their recovery. In other words, giving 
rights information to involuntary patients and helping them access their rights 
are an important part of their treatment. 
In keeping with my transformative research paradigm, which acknowledges the 
power disparity between the mental health system and patients and aims to 
reduce that disparity by working directly with the historically disempowered 
community, I sought to co-create, with people who’ve experienced involuntary 
hospitalization, a solution to the problem of patients’ lack of understanding of 
their Mental Health Act rights. The co-creation and user testing yielded insights 
about the rights-communication tools and the rights-information process that 
wouldn’t have emerged without direct patient involvement. Achieving patient 
empowerment at the level of service delivery requires patient involvement in 
service design. 
BC’s Mental Health Act being the broadest in the country, with a low threshold 
for certification and with deemed consent, much of the discussion about patients’ 
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rights has centred on overhauling the legislation itself (Johnston 2017). But even 
without legislative reform, my research shows that, within the boundaries of the 
existing law, much more can be done to empower patients to understand their 
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Appendix A: Form 14 
Children and youth under the age of 16 years who are admitted to hospital by a 
parent or guardian are given Form 14 to notify them about their Mental Health 
Act rights. It was retrieved from 
https://www2.gov.bc.ca/assets/gov/health/forms/3514fil.pdf on 2019-04-01 and 
is reproduced under the terms of the Queen’s Printer License—British Columbia 
(http://www.bclaws.ca/standards/2014/QP-License_1.0.html). 
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Figure A.1: Page 1 of Form 14 (actual size is 8.5 inches wide by 
11 inches tall) 
  
HLTH 3514 Rev. 2005/06/01
FORM 14
MENTAL HEALTH ACT
[ Section 34.1, R.S.B.C. 1996, c. 288 ]
NOTIFICATION TO PATIENT UNDER AGE 16,
ADMITTED BY PARENT OR GUARDIAN,
OF RIGHTS UNDER THE MENTAL HEALTH ACT
The information in bold type must be read to the patient.
You have been admitted to this facility at the request of your parent or guardian and I am here to 
tell you about your legal rights under the Mental Health Act. I will read you a summary of these 
rights. You may ask me questions at any time. I will give you a copy of this form, which contains 
information for you to read.
You have the right:
 1. to know the name and location of this facility. It is
  at
 2. to know the reason why you are here. The facility has admitted you because your parent or 
  guardian requested your admission, a medical doctor examined you and his/her opinion 
  was that you have a mental disorder that requires treatment. (see Reasons for Admission)
 3. to contact a lawyer. (see Contacting a Lawyer)
 4. to be examined regularly by a medical doctor to see if you still need to be a patient in 
  this facility. (see Renewal Certificates)
 5. to apply to the Review Panel for a hearing to decide if you should be discharged. 
  (see Review Panel)
 6. to apply to the court to ask a judge if your medical certificates are in order. 
  A lawyer is normally required. (see Judicial Review (Habeas Corpus))
 7. to appeal to the court your medical doctor’s decision to keep you in the facility. 
  A lawyer is normally required. (see Appeal to the Court)
name of facility
location
name of patient (please print)
patient's signature date signed (dd / mm / yyyy)
name of person who provided information Give the patient a blank copy and file the named copy in the chart
  PAGE 1 OF 2
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Figure A.2: Page 2 of Form 14 (actual size is 8.5 inches wide by 
11 inches tall) 
 
 
HLTH 3514 Rev. 2005/06/01
MORE INFORMATION
REASONS FOR ADMISSION
You were admitted at the request of your parent or guardian and a medical doctor who examined you 
is of the opinion that
(a) you are a person with a mental disorder that seriously impairs your ability to react appropriately 
to your environment or associate with other people, and
(b) you require psychiatric treatment in a designated facility.
You do not have a choice about staying here. The staff may give you medication or other treatment, 
to which your parent or guardian has consented, for your mental disorder even if you do not want to 
take it.
You may talk to your medical doctor or a nurse about these things if you wish.
CONTACTING A LAWYER
You may contact any lawyer or advocate you choose at any time.
RENEWAL CERTIFICATES
Within one month of your admission, you must be examined by a medical doctor for the purpose of 
determining whether you should be discharged.





If you ask to be discharged, but the parent or guardian who requested your admission does not 
support your request, you have the right to request a hearing by a review panel to determine whether 
you should be discharged.
You	or	someone	on	your	behalf	may	apply	to	the	review	panel	by	filling	in	a	Form	7,	Application	for	
Review Panel Hearing. This form is available in the nursing unit. The review panel must decide within 
14 days to continue your hospitalization or discharge you. There is no cost. Information about how a 
review panel works can be provided by your nurse or you can contact the Mental Health Law 
Program	directly	at	604	685-3425	or	toll	free	at	1	888	685-6222.
JUDICIAL REVIEW (HABEAS CORPUS)
You may ask the court to look at the documents used in your admission to see whether you should 
be kept in this facility. You will need a lawyer to assist you and there may be a cost.
APPEAL TO THE COURT
Your may ask the Supreme Court of British Columbia to decide whether you must continue to be a 
patient. You will need a lawyer to assist you and there may be a cost.
  PAGE 2 OF 2
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Appendix B: Cross-jurisdictional comparison of 
rights-notification practices across Canada 
This appendix presents the mental health rights-information practices in all 
Canadian provinces and territories, as set out in the legislation of each 
jurisdiction. 
I consider the test case of a person who is apprehended in the community by 
peace officers and taken to hospital, where they are examined or assessed and 
then certified. 
This comparison is limited to inpatient admissions for adults (however “adult” is 
defined by the legislation) and focuses on initial admissions, although in most 
jurisdictions rights information must also be given to patients when their 
certification is renewed or extended. 
My focus is only on the rights information patients must receive when they’re 
being involuntarily assessed and admitted, according to each jurisdiction’s 
legislation. I don’t consider who else, such as near relatives or substitute decision 
makers, must also be notified. 
The information is organized in Table B.1 and Table B.2 into the following 
columns: 
1. According to the legislation, what is the admission procedure for the test 
case? (Table heading “Admission procedure”) 
2. Does the legislation require that a peace officer notify a person of their 
s. 10 Charter rights upon detention? (Table heading “Charter rights from 
peace officer?”) 
3. Does the legislation require that the facility notify a person of their s. 10 
Charter rights upon detention, separate from other Mental Health Act 
rights? (Table heading “Charter rights upon detention at facility?”) 
4. What rights must patients be informed about, according to the legislation? 
(Table heading “Rights information given”) Note: These may not be all of 
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the rights granted to patients by the legislation—only those that must be 
explicitly communicated to the patient. 
5. How does the legislation require patients to be informed? (Table heading 
“Informed how?”) 
6. When does the legislation specify that patients must be given rights 
information? (Table heading “Informed when?”) 
7. Who at the facility is responsible for informing patients about their 
detention or their rights? (Table heading “Who’s responsible?”) Note: The 
person accountable according to the legislation isn’t necessarily the person 
who gives the rights information. For example, in BC’s Mental Health Act, 
the facility’s director is responsible for ensuring patients receive 
information but can delegate that task to others. 
8. Does the legislation specify that rights must be posted? (Table heading 
“Rights posted?”) 
9. Does the legislation specify that rights must be repeated if the patient 
doesn’t appear to understand them? (Table heading “Rights repeated?”) 
10. Does the legislation specify that rights information must be given in a 
language that the patient understands? (Table heading “Rights in patient’s 
language?”) 
11. Does the legislation specify a statutory document that must be used to 
inform patients of their rights? (Table heading “Statutory document?”) 
12. Does the legislation require rights advice be given by an independent body, 
where rights advisors aren’t involved with the patient’s treatment? (Table 
heading “Independent rights advice?”) 
In the tables that follow, I distinguish between rights notification and rights 
advice: 
• Rights notification involves telling a patient what rights they have. 
• Rights advice involves explaining what the rights mean—for example, the 
power and scope of each right—and usually involves advocacy to help 
patients exercise their rights. 
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Table B.1: Cross-jurisdictional comparison of rights-information practices across Canada,  
part 1 of 2 
Province or 
territory 








Rights information given  
(Italicized text is reproduced verbatim 
from the source cited) 
Alberta 
Mental Health 









(A) Peace officer detains person 
(B) Person arrives at facility 
(C) Physician examines person “as soon as 
possible” (MHA s. 5(1)) 
(D) Physician issues first certificate 
Person may be detained for 24 hours 
from (B) (MHA s. 4(1)(b)) 
(E) A second physician examines person 
(F) Physician issues second certificate and 
person becomes “formal patient” 
Person may be detained for 1 month 
from (F) (MHA s. 7(1)) 
Person notified of MHA rights (MHA 
s. 14(1)) 
No No Orally: 
• the reason, in simple language, for the 
issuance of the admission certificates 
or renewal certificates, and 
• the patient’s right to apply to the 
review panel for cancellation of the 
admission certificates or renewal 
certificates (MHA s. 14(1)) 
In writing: 
• the reason, in simple language, for the 
issuance of the admission certificates 
or renewal certificates, 
• the authority for the patient’s detention 
and the period of it, including copies of 
the admission certificates or renewal 
certificates, 
• the function of review panels, 
• the name and address of the chair of 
the review panel for the facility, and 
• the right to apply to the review panel 
for cancellation of the admission 
certificates or renewal certificates. 












Rights information given  
(Italicized text is reproduced verbatim 
from the source cited) 
British Columbia 
Mental Health 





(A) Peace officer detains person 
(B) Person arrives at facility 
(C) Physician examines person 
(D) Physician issues first certificate 
Person may be detained for 48 hours 
from (D) (MHA s. 22(1)) 
Person notified of MHA rights (MHA 
s. 34) 
(E) A second physician examines person 
(F) Physician issues second certificate 
Person may be detained for 1 month 
from (D) (MHA s. 23) 
Person notified of MHA rights (MHA 
s. 34) 
No No • the name and location of the facility 
where they are being detained 
• the reasons they are being detained 
• their right to retain and instruct counsel 
without delay 
• their right to have their detention 
determined by way of habeas corpus 
• their right to be examined regularly 
(once per certification period) by a 
physician to see if they still meet the 
criteria for involuntary hospitalization 
• the right to apply for a review panel 
hearing to decide if they meet the 
criteria for involuntary hospitalization 
• the right to appeal to the court the 
physician’s decision to detain them 
• the right to request a second medical 












Rights information given  
(Italicized text is reproduced verbatim 









(A) Peace officer detains person 
Person informed of Charter rights 
(MHA s. 14) 
(B) Person arrives at facility 
Person may be detained for 24 hours 
from (B) (MHA s. 13(1)) 
Person notified of MHA rights (MHA 
s. 32(1)) 
(C) Physician examines person 
(D) Physician applies for involuntary 
psychiatric assessment 
Person may be detained for 72 hours 
from (D) (MHA s. 9(1)) 
(E) Psychiatrist performs psychiatric 
assessment 
(F) Psychiatrist completes involuntary 
admission certificate 
Person may be detained for 21 days 
from (F) (MHA s. 19) 





(MHA s. 14) 
Yes (MHA 
s. 32(1)) 
• the functions of the review board, 
including how and under what 
circumstances an application can be 
made; 
• the patient’s right to be provided with 
reasonable means to communicate 
with others without the communication 
being examined, censored or withheld; 
• the patient’s right to communicate with 
the Ombudsman; and 
• the patient’s right to retain and 
instruct counsel. (MHA s. 32(1)) 
• any change in the patient’s status (for 
example, from voluntary to involuntary) 












Rights information given  
(Italicized text is reproduced verbatim 




1973, c. M-10) 
Regulation under 
the Mental 
Health Act  
(94-33) 
(A) Peace officer detains person 
Person informed of Charter rights 
(MHA s. 7.1(5)) 
(B) Person arrives at facility 
(C) Physician examines person 
(D) Physician issues examination 
certificate 
Person may be detained for 72 hours 
from (D) (MHA s. 7.1(4)(b)) 
Person informed of Charter rights 
(MHA s. 7.4) 
Psychiatric patient advocate notified 
of certification and gives patient 
rights advice (MHA ss. 7.6(2), 7.6(3)) 
(E) Psychiatrist examines patient “as soon 
as reasonably possible” (MHA s. 7(2)) 
(F) Psychiatrist applies to tribunal for an 
order of involuntary admission (MHA 
s. 8(1)(c)) 
Person may be detained pending 
decision (MHA s. 8(5)(b)) 
Person informed of Charter rights 
(MHA s. 12(2)) 
(G) Tribunal orders person admitted as 
involuntary patient 
Person may be detained for 1 month 
from (G) (MHA s. 8.1(2)) 
Psychiatric patient advocate notified 
of certification and gives patient 






Yes, plus the 
location of the 
facility (MHA 
s. 7.4) 
• to know the reason for and the place of 
detention; 
• to retain and instruct legal counsel 
without delay; 
• to contact Psychiatric Patient Advocate 
Services; 
• to be informed of any medication 
administered; 
• to be informed when the involuntary 
status expires; and 
• to have his/her nearest relative 
informed of the detention, the place 
and the reasons for detention, and the 
right to counsel.1 
                                                   













Rights information given  
(Italicized text is reproduced verbatim 













(A) Peace officer detains person 
Person informed of Charter rights 
(MHCTA s. 10) 
(B) Person arrives at facility 
Person informed of Charter rights 
(MHCTA s. 11(1)) 
(C) Physician or nurse practitioner 
conducts a psychiatric assessment “as 
soon as practicable and […] within 
72 hours” of (B) (MHCTA s. 22(1)) 
(D) Physician or nurse practitioner applies 
for certificate of involuntary admission 
Person may be detained for 72 hours 
from (B) (MHCTA s. 18(2)(c)) 
(E) Psychiatrist conducts psychiatric 
assessment (MHCTA s. 17(2)(b)) 
(F) Psychiatrist completes second 
involuntary admission certificate, and 
person becomes “involuntary patient” 
Person may be detained for 30 days 
from (D) (MHCTA s. 28) 
Person receives MHCTA rights advice 
(MHCTA s. 14(2)) 
Yes (MHCTA 
s. 10) 
Yes, plus the 




• the right to consult and instruct his or 
her legal counsel in private at any time 
either in person or by other means; 
and, subject to “reasonable limits” (MHCTA 
s. 12(2)): 
• access to a telephone to make or 
receive calls; 
• access to visitors during scheduled 
visiting hours; 
• access to the rights advisor; 
• access to his or her representative; and 
• access to materials and resources 
necessary to write and send 
correspondence, and reasonable access 
to correspondence that has been sent to 












Rights information given  
(Italicized text is reproduced verbatim 














(A) Peace officer detains person to take 
them to hospital 
Person informed of Charter rights 
(MHA s. 76.1) 
(B) Person arrives at hospital 
(C) A health professional examines the 
person 
Person may be detained for 24 hours 
from (B) (MHA s. 5(2)) 
(D) A health professional completes a 
certificate of involuntary assessment 
Person may be detained for 24 hours 
from (C) (MHA s. 10(2)) 
Person notified of MHA rights (MHA 
s. 8(1)) 
(E) Medical practitioner, different from 
the health professional in (C), examines 
the person 
Person may be detained for 72 hours 
from (D) (MHA s. 10(3)(b)) 
(F) Medical practitioner completes a 
certificate of involuntary admission 
Person may be detained for 30 days 
from (E) (MHA s. 14(3)) 
Person notified of MHA rights (MHA 
ss. 8(1), 8(2)). 
Yes (MHA 
s. 76.1)  
No Information on detention (MHA s. 8(1)): 
• the authority under which the 
certificate was issued; 
• the reasons the certificate was issued; 
• the function of the Review Board; 
• the right to apply to the Review Board 
for an order cancelling the certificate; 
• the address of the Review Board 
 
Rights (MHA s. 8(2)) subject to “reasonable 
prescribed limits” (MHA s. 8(3)): 
• consult with and instruct legal counsel 
in private; 
• identify a person who is to be notified 
of the involuntary admission; 
• access to his or her substitute decision 
maker; 
• access to visitors during scheduled 
visiting hours; 
• access to a telephone to make or 
receive calls; 
• access to materials and resources to 
write and send correspondence; and 













Rights information given  
(Italicized text is reproduced verbatim 





(Chapter 42 of 






(A) Peace officer detains person 
(B) Person arrives at facility 
Person may be detained for 24 hours 
from (B) (IPTA s. 15(1)) 
(C) Physician examines person 
(D) Physician completes first certificate of 
involuntary psychiatric assessment 
(E) Second physician examines person 
(F) Physician completes second certificate 
of involuntary psychiatric assessment 
Person may be detained for 72 hours 
[from (F) assumed] (IPTA s. 10(1)(b)) 
(G) Psychiatrist assesses person 
(H) Psychiatrist completes declaration of 
involuntary admission 
Person may be detained for one 
month from (H) (IPTA s. 22(a)) 
Person receives MHA rights advice 
(IPTR s. 4(1)) 
No No • the name and location of the 
psychiatric facility in or through which 
the patient is being detained; 
• the patient’s right to be discharged if a 
declaration for renewal of the 
detention is not issued; 
• the patient’s right to retain and 
instruct counsel; 
• the Review Board’s functions and the 
patient’s right to have their status 
reviewed by the Review Board or a 
court; 
• the patient’s right to an oral 
explanation of any document or 
written communication that affects the 












Rights information given  
(Italicized text is reproduced verbatim 










(A) Peace officer detains person 
(B) Person arrives at facility 
(C) Medical practitioner performs 
psychiatric assessment on person 
(D) Medical practitioner applies to 
Minister for certificate of admission 
Person may be detained for 48 hours 
from (C) (CMHA s. 15(4)) 
Person notified of CMHA rights 
(CMHA s. 35(2)) 
(E) Minister approves admission 
certificate 
Person may be detained for 2 weeks 
from (G) (CMHA s. 18) 
Person notified of CMHA rights 
(CMHA s. 35(2)) 
No No • to know the authority for detention 
(CMHA s. 35(2)(a)) 
• to telephone a person of their choice, as 
soon as they are brought to the hospital 
• to consult a lawyer 
• to telephone a lawyer at any time 
• to apply to the Supreme Court for a 
review of the decision that authorizes 
their detention 
• to appeal a decision of the Supreme 
Court to the Court of Appeal. (CMHR 
Form 25) 
                                                   
2 As of this writing, Nunavut is in consultations to develop a new Mental Health Act, according to a Department of Health public service 












Rights information given  
(Italicized text is reproduced verbatim 
from the source cited) 
Ontario 
Mental Health 






(A) Police officer detains person 
(B) Person arrives at facility 
(C) Physician examines person 
(D) Physician applies for psychiatric 
assessment (MHA s. 15(1)) 
Person notified of MHA rights (MHA 
s. 38(2)) 
Person may be detained for 72 hours 
from (D) (MHA s. 15(5)) 
(E) Attending physician examines patient 
(F) Attending physician completes a 
certificate for involuntary admission 
(MHA s. 20(1.1)) 
Person may be detained for 2 weeks 
from (F) (MHA s. 20(4)) 
Person notified of MHA rights (MHA 
s. 38(1)) 
Rights adviser notified of certification 
and gives person rights advice (MHA 
s. 38(3)) 
No No • the reasons for the detention 
• that the patient is entitled to a hearing 
before the Consent and Capacity Board 
• that the patient has the right to retain 
and instruct counsel without delay 
• where applicable, that the patient has 
the right to ask the Board to make an 
order about a transfer, a leave, access to 
the community, privileges, and 
vocational, interpretation, or 












Rights information given  
(Italicized text is reproduced verbatim 









(A) Peace officer detains person 
Person is informed of Charter rights 
(s. 10) 
(B) Person arrives at facility 
Person is informed of Charter rights 
(s. 11) 
(C) Physician examines person within 
24 hours of (A) (MHA s. 9) (or within 
8 hours of decision to detain voluntary 
patient for assessment, MHA s. 5(5)) 
(D) Physician applies to psychiatrist for 
involuntary psychiatric assessment (MHA 
s. 6) 
Person may be detained for 72 hours 
(from (D) assumed) (MHA s. 6(3)) 
(E) Psychiatrist performs assessment 
(MHA s. 13) 
(F) Psychiatrist completes certificate of 
involuntary admission (MHA s. 13) 
Person may be detained for 28 days 
from (F) (MHA s. 15) 
Person receives MHA rights advice 




(MHA s. 10) 
Yes, plus the 
location of the 
facility (MHA 
s. 11) 
• that the patient has been admitted or 
continued as an involuntary patient or 
had his or her status changed to that of 
an involuntary patient of the 
psychiatric facility, and the reasons 
therefor; 
• that the patient has the right to apply 
to the Review Board for a review of his 
or her status and may have a 
reassessment conducted by a second 
psychiatrist […]; and 
• that the patient has the right to retain 












Rights information given  
(Italicized text is reproduced verbatim 
from the source cited) 
Quebec 
Act respecting 





themselves or to 
others (chapter 
P-38.001) 
(A) Peace officer detains person 
Person is informed of Charter rights 
(s. 14) 
(B) Person arrives at facility 
Person is informed of Charter rights 
(s. 15) 
(C) Physician who believes the mental 
state of the patient poses a threat may 
place the person under preventive 
confinement 
Person may be detained for 72 hours 
(from (C) assumed) (s. 7) 
(D) Court orders psychiatric exam 
Person may be detained for 21 days 
from (D) (s. 10) 
Person is notified of mental health 
rights (s. 16) 
(E) Psychiatrist examines person 
(F) Psychiatrist issues examination report 
Person is notified of mental health 
rights (s. 16) 
(G) Second psychiatrist examines patient 
(H) Psychiatrist issues examination report 
Person may be detained for 3 months 
from (H) (s. 10) 
Person is notified of mental health 








Yes, plus the 
location of the 
facility and 




• The patient has the right: to be 
transferred to another institution, if the 
attending physician believes such a 
transfer presents no serious and 
immediate risks for the patient or others, 
and if that institution has suitable 
facilities. 
• The patient has the right to be released 
from confinement without delay if a 
psychiatric examination report has not 
been produced within 21 days after the 
court decision and at least once every 
3 months thereafter. 
• The patient must submit to the 
psychiatric examinations ordered but may 
refuse any other examination, care or 
treatment, unless the examination or 
treatment was ordered by a judge, or must 
occur in the case of emergency care or 
personal hygiene. 
• The patient has the right to communicate 
confidentially, orally or in writing, with 
any person of their choice. Any 
restrictions a physician imposes on 
communication must be temporary and 
explained in writing. 
• The physician may not prevent the patient 
from communicating with their 
representative, the person qualified to 
give consent to their care, an advocate, the 
Public Curator or the Administrative 
Tribunal of Québec. 
• If they disagree with a decision made to 
continue their confinement, or with any 
other decision made in their respect, they 
may refer their case to the Administrative 












Rights information given  
(Italicized text is reproduced verbatim 








(M-13.1 Reg 1) 
(A) Peace officer detains person 
Person is informed of some Charter 
rights (MHSA s. 16(1)) 
(B) Person arrives at facility 
Person is informed of some Charter 
rights (MHSA s. 16(1)) 
(C) Physician examines person “as soon as 
practicable” and within 24 hours of (A) 
(MHSA s. 20(2)) 
(D) Physician issues first medical 
certificate 
Person may be detained “until the end 
of the third day” after (B) (MHSA 
s. 24(4)) 
Person receives MHSA rights advice 
(MHSA s. 33(2), MHSR s. 13(1)(c)) 
(E) Second physician examines person 
(one of the two physicians must be a 
psychiatrist, MHSA s. 24(3)) 
(F) Second physician completes medical 
certificate 
Person may be detained for 21 days 
from (B) (MHSA s. 24(3))  
Person receives MHSA rights advice 















• must be informed promptly of the 
reasons for his or her apprehension or 
detention (MHSA s. 16(1)) 
• the existence and function of the review 
panel […] 
• the name and address of the 
chairperson of the review panel; and 
• the right of appeal to the review panel 












Rights information given  
(Italicized text is reproduced verbatim 
from the source cited) 
Yukon 
Mental Health 




(A) Peace officer detains person 
Person is informed of Charter rights 
(MHA s. 9(1)) 
(B) Person arrives at facility 
Person is informed of Charter rights 
(MHA s. 9(2)) 
(C) Physician or nurse examines person 
“immediately” (MHA s. 10(1)) 
(D) Physician or nurse recommends 
further involuntary assessment 
Person may be detained for 24 hours 
from (from (D) assumed) (MHA 
s. 11(1)) 
(E) Physician performs involuntary 
assessment 
(F) Physician completes first certification 
of admission 
(G) Second physician performs 
involuntary assessment 
(H) Physician completes second 
certification of admission 
Person may be detained for 21 days 
from (H) (MHA s. 13(7)) 
Person is notified of MHA rights 




(MHA s. 9(1)) 
Yes, plus the 
location of the 
facility (MHA 
s. 9(2)) 
• the reasons for their detention 
• the authority for their detention 
• the length of their detention 
• the functions of the Mental Health 
Review Board 
• the address of the board 
• their right to apply to the board for 
review of the certificate (MHA s. 41) 
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Table B.2: Cross-jurisdictional comparison of rights-information practices across Canada,  






































“When 2 admission 
certificates or 2 
renewal certificates 
are issued” (MHA 
s. 14(1)) 
“The board” of 
the facility 
(MHA s. 14) 
No No Yes (MHA 
s. 14(2)) 

















                                                   
3 In practice, according to the Alberta Health Services’ Guide to the Alberta Mental Health Act and Community Treatment Order Legislation 
(2010), “Treatment team members are also required to give information about the Mental Health Patient Advocate to every detained patient 
under one or two certificates. […] This requirement is readily met by providing a copy of the Mental Health Patient Advocate brochure.” That 





































• when a person 
is transferred 
to a designated 
facility, and 



































“As soon as 
reasonably possible 
after a patient is 
admitted to a 
facility” (MHA 



















































Charter rights are 
given “promptly” 
by the detaining 
peace officer (MHA 
s. 7.1(5)) and “when 
the person is 
initially detained” 





notified of all 
certificates and 
meet with patients 
within 72 hours of 




(MHA s. 7.4). 














                                                   




































Charter rights are 
given “promptly” 
by the detaining 
peace officer 
(MHCTA s. 10) and 
“upon arrival at the 
facility” (MHCTA 
s. 11(1)). MHCTA 
rights are given at 
the time of 
involuntary 
admission 
(MHCTA s. 12(3)) 
and repeated by the 
advocate within 






s. 11(1)), “the 
administrator” 
(MHCTA 










No5 Yes  
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“At the earliest 
opportunity” after 
detention (MHA 






the decision to 
detain the 
patient, or the 




















                                                   
























(Chapter 42 of 













s. 4(1)); “promptly” 













































(CMHA s. 35(2)) 
“A medical 
practitioner” 
























































ss. 38(1), 38.1). 
Rights adviser 
meets “promptly” 
with patient upon 

























Section 15 or 
an Order 
under 






























Charter rights are 
given “promptly” 
upon detention 
(MHA s. 10). MHA 
rights are given 
“promptly” (MHA 










(MHA s. 17) 
and “the 
administrator 











                                                   
6 MHA s. 1(2), “Meaning of ‘explain,’” reads: “A rights adviser or other person whom this Act requires to explain a matter satisfies that 
requirement by explaining the matter to the best of his or her ability and in a manner that addresses the special needs of the person receiving the 











































(ss. 14, 15).  
Charter rights are 
given 
“immediately” 
upon detention by 
a peace officer 
(s. 14) and “as soon 
as” the person is 
detained at hospital 
or when they 
appear able to 
understand (s. 15). 
Other rights under 
the Act are given 
“at the time the 
person is placed 
under confinement 
and after each 
examination 




No No8 No Yes; the 
Schedule at 
the end of 
the Act 
No 
                                                   
8 Informing the patient of their Charter rights when they appear able to understand implies the information is repeated. Information about other 











































must be given 
“promptly” upon 
detention (MHSA 
s. 16(1)). MHSA 




(MHSA s. 33(1)). 
An official 
representative 
meets with the 
patient “as soon as 
reasonably 
practicable” 
(MHSA s. 33(2)) 
and within 
24 hours of 
certification 
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“promptly” on 
detention (MHA 
ss. 9(1), 9(2)). 
MHA rights are 
given upon 
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Yes; Form 6, 
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Appendix C: Pamphlet from the Alberta Mental 
Health Patient Advocate 
This pamphlet (Alberta Health Advocates, n.d.) was shown to participants in the 
first phase of user testing as an example of rights information in a different 




_2.pdf on 2016-10-24 and is reproduced with permission. 
Figure C.1: Exterior of the Alberta Mental Health Patient Advocate 





























The Advocate is not part  
of a provincial health 
authority, hospital, clinic  





You have RIGHTS.  
Let’s work together 
to find answers.  





Edmonton area 780-422-1812 
Outside Edmonton 
free of charge 310-0000  
 
 
In Writing:  
Mental Health Patient Advocate 
Office of the Alberta Health Advocates 
12th Floor 
Centre West Building 
10035 -108 Street 










free of charge 310-0000 
 
Mental Health Patient Advocate 
We’re Here  
to Help You 
 
 
Compassion. Hope. Help. 
 
Compassion. Hope. Help. 
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Figure C.2: Interior of the Alberta Mental Health Patient Advocate 





The Advocate helps people who 
are receiving care under one or 
two admission or renewal 
certificates or under a community 
treatment order (CTO) under the 
Mental Health Act, and anyone 
acting on a person’s behalf.  
The Advocate provides rights 
information, investigates 
complaints, and gives 
presentations about our office and 
Alberta’s mental health legislation.  
All investigations are done in 
private. We do not share 
information obtained during an 
investigation except as required 
by law or as part of the Mental 
Health Patient Advocate’s duties. 
How can the Mental Health 
Patient Advocate help me as a 
patient, family member or 
health care provider?  
What are some of the rights of 
patients detained (held) in 
hospital under two admission 
or renewal certificates or the 
rights of persons under a CTO?  
What are some of the rights of 
families who have a family 
member under two admission 
or renewal certificates or under 
a CTO? 
x To receive information about 
their certificates or CTO 
x To apply to the Review Panel 
to cancel their certificates 
or CTO 
x To appeal any Review Panel 
decision to the Court 
of Queen’s Bench 
x To ask for information 
from their health records 
x To be told that their 
detention or CTO has ended 
x To contact a lawyer 
x To contact the Mental 
Health Patient Advocate 
x To receive information about the 
patient’s detention in 
hospital and discharge if 
they are the nearest relative, 
unless the patient objects  
x To apply to the Review Panel to 
cancel the certificates or CTO 
x To provide consent to a CTO 
under certain circumstances 
x To receive information 
about the CTO if the family 
member is already chosen 
to make treatment decisions 
x To provide or receive health 
information related to the 
patient according to the law 
x To contact the Mental 
Health Patient Advocate 
  
Compassion. Hope. Help. 
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Appendix D: Pamphlet from New Brunswick’s 
Psychiatric Patient Advocate Services 
This pamphlet (Psychiatric Patient Advocate Services, n.d.) was shown to 
participants in the first phase of user testing as an example of rights information 
in a different format from Form 13 (see Chapter 4). It was retrieved from 
https://www2.gnb.ca/content/dam/gnb/Departments/h-
s/pdf/en/MentalHealth/InvoluntaryStatusAndYourRights.pdf on 2016-10-24 
and is reproduced under the terms of New Brunswick’s Crown copyright policy. 
Figure D.1: New Brunswick rights pamphlet (actual size is 12 inches 
wide by 9 inches tall) 
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Appendix E: Rights pamphlet from Nova Scotia 
This pamphlet (IWK Health Centre 2012) was shown to participants in the first 
phase of user testing as an example of rights information in a different format 
from Form 13 (see Chapter 4). It was retrieved from 
http://www.iwk.nshealth.ca/sites/default/files/PL-0654-Final-Jul25-12.pdf (no 
longer an active link) on 2016-10-24 and is reproduced with permission. 
This document has since been revised. The most recent version may be found at 
http://www.iwk.nshealth.ca/node/1592. 
Figure E.1: Exterior of IWK Health Centre rights pamphlet (actual 
size is 11 inches wide by 8.5 inches tall) 
• You must be told you can be discharged 
(allowed to leave) if the psychiatrist does  
not renew your Declaration of Involuntary 
Admission form on time.  After you are 
admitted, the psychiatrist can take up to 1 
month to renew this form.  After that, the 
psychiatrist can take up to another 1 month 
to renew it again.  Then the psychiatrist can 
take up to 2 months to renew it.  From then 
on, the renewal should be every 3 months. 
 
• You must be told you have the right to 
retain and instruct legal counsel at any time 
while you are in the hospital.  In the hospital 
you are allowed to call or hire a lawyer.   
 
• Hospital staff must tell you about any 
documents that affect your involuntary 
status.  (Documents are papers such as 
forms or letters about your status).  Staff 
must tell you what these documents mean. 
 
• You must be told about the Psychiatric 
Review Board’s process. This a group of 
people who meet to review matters about 
you.  You can ask for a review at any 
time.  The Review Board will talk about 
what happens in these cases: 
 
♦  if you have been held in hospital 
 against your wish 
 
♦  if a psychiatrist has found that you 
 cannot make decisions about your care 
 
♦  if someone else is appointed to make     
           decisions about your health care for you.                                                                                                                                 
Your Rights  




under the Involuntary 
Psychiatric Treatment Act of 
Nova Scotia 
 
To access the Act on the Web: 
  
  http://www.gov.ns.ca/health/mhs/ipta.asp    
Adapted with permission from Capital 
Health’s brochure, revised February 2010.  
This brochure is not intended to provide 
medical or legal advice: consult a legal or 
medical professional if required.     
 
IWK 4 South / Crisis Team, Halifax, N.S. 
PL-0654  Last Update: 08/12 
Next Review:  August, 2015 
 
IWK pamphlets are online at: 
www.iwk.nshealth.ca 
 
Click the “Healthy Families” 
tab, then on the “Pamphlets 
Produced by the IWK” link. 
IWK Health Centre 
5850/5980 University Avenue 
P.O. Box 9700 
Halifax, N.S.  B3K 6R8 




Figure E.2: Interior of IWK Health Centre rights pamphlet (actual size 
is 11 inches wide by 8.5 inches tall) 
You can be admitted to a psychiatric hospital 
or floor  in different ways.  These ways are 
described in the Involuntary Psychiatric 
Treatment Act.  What are they?  What are 
your legal rights with each way?  This 
brochure will explain these different ways. 
 
1.)  What is the Voluntary Admission way? 
 
A psychiatrist and you (or the person who can 
legally act for you) agree.  You agree that 
being in a hospital would help you. 
 
When you are a voluntary patient, you may 
wish to leave before the clinical staff thinks 
you are ready.  If so, they must arrange for a 
doctor to come and see you first.  If you have 
to wait longer than 3 hours for the doctor, you 
can leave the hospital.    
2.)  What is the Medical Examination way? 
 
You are brought to the hospital for a medical 
examination because of a court order.  Or you 
are brought in by police. 
 
A medical examination of you must happen 
within 24 hours. After that, one of these two 
things must happen: 
a.)  Hospital staff will hold (keep) you in the 
hospital.  Then a psychiatrist will do an 
involuntary psychiatric assessment of you to 
tell if you need to be admitted to a psychiatric 
facility for treatment.  “Involuntary” means 
the decision is not yours.  You cannot refuse 
to be assessed.                                                                                                                                                                  
Or                                                                                                                                                                                                                             
b.)  Hospital staff will tell you that you can 
leave the hospital if  you wish. 
4.)  What is the Involuntary Admission way? 
 
You may be admitted involuntarily to a 
psychiatric hospital after a psychiatrist assesses 
you.  The assessment shows that because of a 
mental disorder you would be helped by being 
in a hospital.  It also shows that: 
 
• you are not able to make decisions about 
your admission or treatment; and 
• you are threatening to hurt others or trying 
to hurt yourself; or  
• you are likely to be seriously hurt; or 
• your mental disorder will likely get worse if 
you do not stay in the hospital. 
 
Hospital staff must tell a Patient Rights 
Advisor right away about your involuntary 
admission. You should meet with the Patient 
Rights Advisor.  (Or the person who can 
legally act for you should meet with the 
Advisor). The Patient Rights Advisor will give 
you information.  The Advisor will answer 
your questions about your rights under the Act.  
(This service is independent of the hospital, the 
Department of Health and the Review Board).    
 
A hospital staff member must tell you some 
things when you are admitted to the hospital as 
an involuntary patient.  (Or tell the person who 
can legally act for you).  The staff member 
must say or write these things for you.  Here is 
a list of the things that you must be told. 
 
• You must be told where you have been 
admitted.  You must be told the hospital’s 
name and location.   
3.)  What is the Involuntary Psychiatric 
Assessment way? 
 
You are assessed involuntarily by a 
psychiatrist when one or more doctors decide 
that you need a psychiatric assessment.  They 
decide this because they believe that:  
 
• you have a mental disorder and you may 
harm yourself or another person   
 
• your health may get worse without 
treatment 
 
• you would be helped by being in hospital 
 







You can be held for an involuntary 
psychiatric assessment for 72 hours.  A 
psychiatrist must complete a  Declaration of 
Involuntary Admission by the end of the 72 
hours.   
 
A Declaration of Involuntary Admission is 
a form.  It must be filled out by a 
psychiatrist.  The form is used to admit you 
to the hospital as an involuntary patient. 
 
If the Declaration of Involuntary 
Admission is not done on time, you can 







Appendix F: Rights document from Ontario 
This document (Psychiatric Patient Advocate Office 2016) was shown to 
participants in the first phase of user testing as an example of rights information 
in a different format from Form 13 (see Chapter 4). It was retrieved from 
https://www.sse.gov.on.ca/mohltc/ppao/en/Documents/2016_InfoGuides/2016
%20Your%20rights%20as%20a%20Psychiatric%20Patient.pdf on 2016-10-24 
and is reproduced under the terms of Ontario’s Crown copyright policy 
(© Queen’s Printer for Ontario, 2016). 
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Figure F.1: Page 1 of the Psychiatric Patient Advocate Office Info 
Guide on rights in Ontario (actual size is 8.5 inches wide by 11 inches 
tall) 






June 2016  
 








What are your key legal rights as a psychiatric patient?  
 
x You have the right to the same rights and privileges of any person in Ontario, 
subject to the exceptions specifically set out in the Mental Health Act or other 
applicable legislation.  
x You have the right to consent to or refuse to consent to treatment, if you are 
capable of making treatment decisions.  
x You have the right to receive information about proposed treatments that is 
reasonably necessary for you to make informed decisions about your 
treatment. Health practitioners must explain the following things to you about 
the treatment before you make a decision:  
o the nature of the treatment;  
o expected benefits;  
o material risks;  
o material side effects;  
o alternative courses of action; and  
o likely consequences of not having the treatment.  
x You have the right not to be detained involuntarily in a psychiatric facility, 
unless you meet criteria in the Mental Health Act or the mental disorder  
 
 
This Info Guide has been prepared by the Psychiatric Patient Advocate Office 
in the Ministry of Health and Long-Term Care for general informational 
purposes only. It does not contain legal advice. If you have a question, or 




Figure F.2: Page 2 of the Psychiatric Patient Advocate Office Info 









provisions of the Criminal Code of Canada that provide the authority for you to 
be detained against your will.  
x You have the right to leave the hospital and not be restrained if you are a 
voluntary or informal patient.  
x You have the right to be informed of the reasons for involuntary detention 
and receive copies of the relevant documents signed by the doctor if you are 
an involuntary patient.  
x You have the right to make decisions about your money and your belongings 
if you are capable of making decisions about property.  
x You have the right to consent to the collection, use and disclosure of your 
personal health information if you are capable of making these decisions.  
x You have the right to access and correct your personal health information 
(subject to some exceptions).  
x You have the right to challenge findings made by your doctor before the 
Consent and Capacity Board if you are:  
o found to be incapable of making treatment decisions;  
o found to be incapable of making financial decisions;  
o found to be incapable of making decisions about collection, use or 
disclosure of your personal health information;  
o detained as an involuntary patient in a psychiatric facility;  
o an informal patient in a psychiatric facility (if you are between the ages of 
twelve and fifteen); or  
o on a community treatment order.  
x You have the right to receive rights advice if you are admitted in a psychiatric 
facility and your doctor made a finding that you are:  
o incapable of making treatment decisions;  
o incapable of making financial decisions;  
o incapable of making decisions about collection, use or disclosure of your 
personal health information;  
o an informal patient (if you are between the ages of twelve and fifteen);  
o detained as an involuntary patient; or  
o being considered for issuance or renewal of a community treatment order 
while in hospital or living in the community.  
x You have the right to have a hearing before the Consent and Capacity Board 
within seven days after the Board receives your application. Additionally:  
x You have the right to either represent yourself or have a lawyer represent 
you.  
x You have the right to receive assistance from Legal Aid Ontario if you have 
limited financial means and you satisfy certain financial criteria.  
x You have the right, if you wish, to give evidence at the hearing.  
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Figure F.3: Page 3 of the Psychiatric Patient Advocate Office Info 








x You have the right to call witnesses to support your case at the hearing.  
x You have the right to choose whether to attend or not to attend the hearing 
(the Consent and Capacity Board has the power to require you to attend by 
issuing a summons).  
x You have the right to receive the Board’s decision within one day after the 
hearing ends.  
x You have the right to request from the Board within 30 days of the hearing, 
written reasons for the Board’s decision.  
x You have the right to send and receive written communications without 
interference (subject to some exceptions).  
x You have the right to vote, if eligible, in any municipal, provincial or federal 
election.  
x You have the right to have care provided by regulated health professionals 
consistent with their professional standards.  
x You have the right to make complaints about a doctor, nurse, social worker 
or other regulated health professional to the respective self-regulating college 
if you think the professional has not acted appropriately toward you.  
x You have the right to make a complaint to the Information and Privacy 
Commissioner if you feel your privacy rights have been violated.  
The rights listed below are a guide to commonly accepted “rights” based 
on different sources, including ethical norms, best practices and policies of 
the various colleges regulating health practitioners. This is not a complete 
list.  
x You have the right to be treated with respect and dignity.  
x You have the right to express opinions and be heard.  
x You have the right to receive care and treatment in a safe and secure 
environment free of abuse, neglect, coercion, discrimination and harassment.  
x You have the right to communicate in a language and manner that allows 
you to understand the information being given to you.  
x You have the right to meet with or contact clergy or other spiritual advisers 





x If you have questions, contact your local Patient Advocate or Rights Adviser or 
call the central office of the Psychiatric Patient Advocate Office at 1-800-578-
2343. 
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Appendix G: Rights card from Newfoundland and 
Labrador 
This document (Mental Health Care and Treatment Review Board, n.d.) was 
shown to participants in the first phase of user testing as an example of rights 
information in a different format from Form 13 (see Chapter 4). It was retrieved 
from 
http://www.health.gov.nl.ca/health/mentalhealth/mhcta_rights_card_small.pdf 
on 2016-09-15. Copyright of this material is with the Provincial Government of 
Newfoundland and Labrador and is reproduced with permission. 
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Figure G.1: Rights card from Newfoundland and Labrador (actual size 
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Appendix H: Mental Health Political Action 
Group rights card 
This document (Figure H.1) was shown to participants in the first phase of user 
testing as an example of rights information in a different format from Form 13 
(see Chapter 4). (From Vogt, SC [2011] Practicing Creative Maladjustment: The 
Mental Health Political Action Group [Master’s thesis], Appendix 2. Department 
of Sociology and Anthropology, Simon Fraser University, Burnaby, BC.) 
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Figure H.1: Mental Health Political Action Group rights card. 
Reproduced here at the size shown in Vogt (2011), the text said it was 
“wallet sized.” For user testing I printed the card double-sided at 
approximately 3 inches wide by 2 inches tall. 
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Appendix I:  Facilitator’s script for Form 13 user 
testing 
After the participant arrives: 
Hi, I’m Iva. Thanks so much for coming. Please come in, take a seat, 
and make yourself comfortable. Would you like some water? 
After the participant has settled: 
Have you had a chance to look at the consent form I sent you? It 
says that you can stop the session at any time, you don’t have to 
answer my questions if you don’t want to, and that everything you 
tell me will be confidential. So I might use your quotes in what I 
report, but I’ll use a fake name instead of your real name. 
If you want to know the results of this study after I’m done, you 
could write down your email address, and I’ll send you a link to the 
final report. But you don’t have to. 
Do you have any questions about this form? 
If you’re ready to go ahead, I’ll need you to sign a copy for me. Do 
you want a copy to take with you? 
Once the participant signs the consent form and gives permission to proceed: 
I’m going to start recording our session now, OK? 
What we’re trying to do in this study is to figure out how effective 
this document—Form 13—is at communicating rights information 
to certified patients. Do you remember seeing it when you were 
certified? 
In the first part of the session, I’d like you to give your opinions on 
it. I’ll read it aloud, as if I’m a staff member reading it to you in the 
hospital. Then I’ll give you as much time as you need to look at it, 
and I’ll ask you to think aloud, or comment on it, as you go along. 
Then in the second part of the session, I’ll show you some 
documents from other places. I’ll give you as much time as you need 
to look at those, too, and you can give me your comments. OK? 
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All of this should take about an hour. Are you ready to get started? 
Once the participant agrees to go ahead, I read off the bolded text on Form 13: 
I am here to tell you about your legal rights under the Mental 
Health Act as an involuntary patient. I will read you a summary of 
these rights. You may ask me questions at any time. I will give you a 
copy of this form which contains information for you to read. 
You have the right to know the name and location of this facility. 
You have the right to know the reason why you are here. You have 
been admitted under the Mental Health Act against your wishes 
because a medical doctor is of the opinion that you meet the 
conditions required by the Mental Health Act for involuntary 
admission. 
You have the right to contact a lawyer. 
You have the right to be examined regularly by a medical doctor to 
see if you still need to be an involuntary patient. 
You have the right to apply to the review panel for a hearing to 
decide if you should be discharged. 
You have the right to apply to the court to ask a judge if your 
medical certificates are in order. A lawyer is normally required. 
You have the right to appeal to the court your medical doctor’s 
decision to keep you in the facility. A lawyer is normally required. 
You have the right to request a second medical opinion on the 
appropriateness of your medical treatment. 
OK? 
Now, please take as much time as you need to look at both pages of 
Form 13. As you do that, I’d like you to think aloud: just say what 
comes to mind. You can comment on any aspect—the content, the 
language, the design, the size of the font. Anything. OK? 
After the participant has indicated they are finished: 
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Thank you. Now I have some follow-up questions. You might have 
already answered some of them, but I just want to give you the 
chance to cover everything you want to say. OK? 
• What information did you find the easiest to understand? 
• What information did you find the hardest to understand? 
• What information do you think is the most important for 
patients to have? 
• What information isn’t on here that you wish were on here? 
• Is there information on here that you think shouldn’t be? 
• Do you have any comments on how the document looks? 
• Is the information where you expect to find it? 
• What questions do you have after reading it? 
After the participant answers all of these questions: 
Any other comments or questions before we move on to the next 
phase? 
OK, thank you. What I’m going to do now is show you some 
documents that are used in other places. I should mention now that 
different provinces have different Mental Health Acts, so the rights 
that you see here aren’t necessarily the same rights that you’re 
going to have in BC. But I just wanted to show you the different 
formats that are out there to see what you think about them. 
This card actually is from BC: it was made by a group called the 
Mental Health Political Action Group to help people understand 
their rights when they were certified. On one side of the card, you 
have the four criteria for hospitalization, and then on the other side 
of the card, you have the rights under the Mental Health Act. 
Here’s another card, from Newfoundland and Labrador. 
Here are three pamphlet formats: this one’s from Alberta, this one’s 
from Nova Scotia, and this one’s from New Brunswick. 
And the last document I’ll show you is this one from Ontario. OK? 
Again, I’d like you to take a look at these and tell me what you like 
and don’t like about each one. And after you’re done with those, I’ll 
show you a short video. 
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Once the participant finishes commenting on the print materials: 
Thank you. The last thing I’ll show you is this four-minute video 
from Mind, a mental health advocacy group in the UK. 
After the participant finishes commenting on the video: 
Thank you. According to the Mental Health Act, someone is 
supposed to tell you your rights when you’re certified. Who would 
you like that person to be? Often it’s a nurse or a social worker, but 
it could also be someone else. Some people want to hear their rights 
from a peer or an advocate or someone completely different. Who 
would you like to hear these rights from? 
After the participant answers the question: 
OK, thank you. I just have a few demographic questions to see who 
we’re reaching and to make sure we get different perspectives. You 
don’t have to answer any of these questions if you don’t want to. 
Can you tell me your gender identity? Your age or age range? Your 
highest level of education? Do you consider English your native 
language? Are you Indigenous? And, if you’re comfortable, can you 
tell me your reason you were certified? 
After participants answered the demographic questions: 
Thank you. Those are all the questions I have for you. Do you have 
any questions for me? 
After participants have finished asking me their questions: 
Thanks again for taking the time to do this study! Here is your $10 
gift card. I just need you to sign this to show that you’ve received it.
 340 
Appendix J: Script for the “Your Rights under 
BC’s Mental Health Act” video 
Video script used for narration in user-tested videos, submitted to (a) illustrator 
Jonathon Dalton to create storyboards, (b) Dr. Erin Michalak to narrate, and (c) 
video producer Christopher Young to create the animated storyboard: 
[Title slide] Your rights under the Mental Health Act: What you can 
do if you are certified as an involuntary patient. 
The Mental Health Act is a law that sets out the rules for when a 
person can be certified and kept in the hospital. That law says you 
can be certified only if a doctor has examined you and believes you 
meet four criteria. One, your ability to react to your environment 
and associate with others is seriously impaired because of a mental 
disorder. Two, you need psychiatric treatment. Three, you need care, 
supervision, and control to prevent your substantial deterioration 
or to protect you or others. And four, you cannot be admitted as a 
voluntary patient. 
If you’ve been certified, you can’t leave the hospital without your 
doctor’s permission, and you may receive treatment against your 
wishes, but you don’t lose all your rights. 
You have the right to know where you are and why you are being 
kept in the hospital. The doctor must write the reasons for your 
hospitalization on your certificate, which you can ask to see. [Image 
of person reading a piece of paper. Next frame shows hand holding 
the paper, with “Form 4, Medical certificate” at the top.] 
When one certificate is completed, you can be kept in the hospital 
for up to 48 hours. If a second certificate is completed, you may 
have to stay for up to a month. After that, your doctor may renew 
your certificate if they believe you continue to meet the criteria for 
hospitalization. [Visualization of timeline] 
If you don’t agree with the doctor’s decision, you can challenge your 
hospitalization by asking for a hearing with a review panel, which is 
independent of the hospital. You can have an advocate or lawyer 
help you present your case, and you can call witnesses. After the 
review panel hears from you and from the hospital, they will decide 
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whether you meet the criteria for certification. [Scene with doctor, 
lawyer, member of the public on review panel, with the patient 
seated and a representative presenting the patient’s case.] 
If you would like an advocate or lawyer to represent you at a review 
panel hearing, at no cost to you, call the Mental Health Law 
Program. [Image of person on phone, 604-685-3425 in the Lower 
Mainland or 1-888-685-6222 elsewhere in BC] 
If you don’t agree with your psychiatric treatment, you can ask for a 
second opinion from another doctor. But be aware that your 
treatment team is not required to follow their recommendations. 
You have the right to a lawyer, but you may be responsible for the 
costs. A lawyer can help you challenge your certification by asking a 
judge to review your case. If you can’t afford a lawyer, you may be 
able to get one phone call to get free legal advice. [Person on phone, 
Access Pro Bono, 604-482-3195, extension 1500, from the Lower 
Mainland or at 1-877-762-6664, extension 1500, from elsewhere in 
BC.] 
When you leave the hospital, you may be discharged and be free to 
go, or you may be placed on extended leave, which means you will 
still have to follow conditions, like visiting a mental health team for 
treatment. You have the same rights on extended leave as you do in 
the hospital, including the right to request a review panel hearing. 
If you have questions about your rights, talk to a nurse or a mental 
health team member to learn more. 
Final video script after revisions based on user-testing feedback and research 
team consensus (blue text indicates changes): 
[Title slide] Your rights under BC’s Mental Health Act: What you 
can do if you are certified as an involuntary patient. 
The BC Mental Health Act is the law that sets out the rules for when 
a person can be certified and kept in the hospital. That law says you 
can be certified only if a doctor has examined you and believes you 
meet all four of these criteria. One, your ability to react to your 
environment and associate with others is seriously impaired 
because of a mental disorder. Two, you need psychiatric treatment. 
Three, you need care, supervision, and control to protect you or 
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others, or to keep you from deteriorating substantially, either 
physically or mentally. And four, you cannot be admitted as a 
voluntary patient. 
If you’ve been certified, you can’t leave the hospital without your 
doctor’s permission, and you may receive treatment against your 
wishes, but you don’t lose all your rights. 
You have the right to know where you are and why you are being 
kept in the hospital. The doctor must write the reasons for your 
hospitalization on your certificate, which you can ask to see. [Image 
of person reading a piece of paper. Next frame shows hand holding 
the paper, with “Form 4, Medical certificate” at the top.] 
When one certificate is completed, you can be kept in the hospital 
for up to 48 hours. If a second certificate is completed, you may 
have to stay for up to a month. After that, your doctor may renew 
your certificate if they believe you continue to meet the criteria for 
hospitalization. [Visualization of timeline] 
If you don’t agree with the doctor’s decision, you can challenge your 
hospitalization by asking for a hearing with a review panel, which is 
independent of the hospital. You can have an advocate or lawyer 
help you present your case, and you can call witnesses. After the 
review panel hears from you and from the hospital, they will decide 
whether you meet the criteria for certification. [Scene with doctor, 
lawyer, member of the public on review panel, with the patient 
seated and a representative presenting the patient’s case.] 
If you would like an advocate or lawyer to represent you at a review 
panel hearing, at no cost to you, call the Mental Health Law 
Program. [Image of person on phone, 604-685-3425 in the Lower 
Mainland or 1-888-685-6222 elsewhere in BC] 
If you don’t agree with your psychiatric treatment, you can ask for a 
second opinion from another doctor. But be aware that your 
treatment team is not required to follow their recommendations. 
You have the right to a lawyer, but you may be responsible for the 
costs. A lawyer can help you challenge your certification by asking a 
judge to review your case. If you can’t afford a lawyer, you may be 
able to get one phone call to get free legal advice. [Person on phone, 
Access Pro Bono, 604-482-3195, extension 1500, from the Lower 
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Mainland or at 1-877-762-6664, extension 1500, from elsewhere in 
BC.] 
When you leave the hospital, you may be discharged and be free to 
go, or you may be placed on extended leave, which means you will 
still be certified and will have to follow conditions, like visiting a 
mental health team for treatment. You have the same rights on 
extended leave as you do in the hospital, including the right to 
request a review panel hearing. 
You can read a summary of your rights on Form 13 or in the “Your 
Rights under BC’s Mental Health Act” pamphlet. [Chris, I can send 
you an image of the front of the pamphlet when it’s done, if it would 
help.] If you have questions about your rights, talk to a nurse or a 
mental health team member to learn more. 
[Final screen: Funding for this video was provided through a 
Michael Smith Foundation for Health Research Reach Award. (Add 
logo: https://www.msfhr.org/about/msfhr-logo)]
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Appendix K: Facilitator’s script for user testing of 
new suite of rights-communication tools 
After the participant arrives: 
Hi, I’m Iva. Thanks so much for coming. Please come in, take a seat, 
and make yourself comfortable. Would you like some water? 
After the participant has settled: 
Have you had a chance to look at the consent form I sent you? It 
says that you can stop the session at any time, you don’t have to 
answer my questions if you don’t want to, and that everything you 
tell me will be confidential. So I might use your quotes in what I 
report, but I’ll use a fake name instead of your real name. 
If you want to know the results of this study after I’m done, you 
could write down your email address, and I’ll send you a link to the 
final report. But you don’t have to. 
Do you have any questions about this form? 
If you’re ready to go ahead, I’ll need you to sign a copy for me. Do 
you want a copy to take with you? 
Once the participant has signed the consent form and has given permission to 
proceed: 
I’m going to start recording our session now, OK? 
To give you a bit of context for what we’re doing: in 2011, the 
Ministry of Health did a survey of mental health patients, and 43% 
of certified patients who answered it said they weren’t explained 
their rights in a way they could understand. 
Last year, we did a user test of Form 13, where people who’d been 
certified told us what they liked and didn’t like about the form. Do 
you remember seeing this when you were certified? 
What we heard was that people wanted information in more than 
one format, they wanted some colour, and they wanted friendlier 
language. I gathered all that feedback, and for the past few months, 
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I’ve been working together with a team that includes former 
involuntary patients—people who’ve experienced certification—to 
develop the new set of tools I’m going to show you today. 
We’ve got a pamphlet, a wallet card, a poster, and a three-minute 
video. And I’d like your honest opinions about it. So what I’ll do is 
give you as much time as you’d like to look at all of them, and I’d 
like you to think aloud, or comment on it, as you go along. You can 
comment on any aspect of it—the content, the language, the colour, 
the design, the font. Anything. OK? 
All of this should take about an hour. Are you ready to get started? 
Once the participant has agreed to go ahead: 
Here is the pamphlet. It’s got the most detail, and we were thinking 
that it could be given to someone when they’re first certified. 
The wallet card is something patients could get at discharge. They 
could keep it in their pocket or wallet as a reminder if they’re 
certified again. 
The poster would be posted up in the hospital unit. 
The video could be shown to someone when they’re first certified, 
especially if they’d prefer not to read. But it would also be available 
on YouTube. 
For comparison, I have a copy of Form 13 here, and it’s also posted 
on the wall like it’s supposed to be in the hospital. 
What would you like to look at first? 
After the participant has indicated they are finished: 
Thank you. Now I have some follow-up questions. You might have 
already answered some of them, but I just want to give you the 
chance to cover everything you want to say. OK? 
• What information did you find the easiest to understand? 
• What information did you find the hardest to understand? 
• What information do you think is the most important for 
patients to have? 
• What information isn’t on here that you wish were on here? 
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• Is there information on here that you think shouldn’t be? 
• Do you have any comments on how the document looks? 
• Is the information where you expect to find it? 
• What questions do you have after reading it? 
After the participant answers all of these questions: 
OK, thank you. Now I’m going to ask you some questions to see 
what you’ve learned about your rights from these materials. I want 
to be clear that I’m not testing you—I’m testing the materials. So if 
you can’t answer, it’s not your fault—it shows that we have to 
change the materials to communicate better. OK? 
In your own words, and based on what you saw today, can you tell 
me what rights you have under the Mental Health Act? 
Have you ever applied for a review panel hearing? 
In your own words, and based on what you saw today, what can you 
tell me about what a review panel hearing involves? 
Have you ever applied for a second medical opinion? 
In your own words, and based on what you saw today, what can you 
tell me about what a second medical opinion involves? 
And finally, in your own words, what can you tell me about the right 
to a lawyer? 
After the participant answers all of these questions: 
Thank you. According to the Mental Health Act, someone is 
supposed to tell you your rights when you’re certified. Who would 
you like that person to be? Often it’s a nurse or a social worker, but 
it could also be someone else. Some people want to hear their rights 
from a peer or an advocate or someone completely different. Who 
would you like to hear these rights from? 
After the participant answers the question: 
OK, thank you. I just have a few demographic questions to see who 
we’re reaching and to make sure we get different perspectives. You 
don’t have to answer any of these questions if you don’t want to. 
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Can you tell me your gender identity? Your age or age range? Your 
highest level of education? Do you consider English your native 
language? Are you Indigenous? And, if you’re comfortable, can you 
tell me your reason you were certified? 
After participants answered the demographic questions: 
Thank you. Those are all the questions I have for you. Do you have 
any questions for me? 
After participants have finished asking me their questions: 
Thanks again for taking the time to do this study! Here is your $10 
gift card. I just need you to sign this to show that you’ve received it.
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Appendix L: Rubric to assess recall from teach-
back data 
Participant (pseudonym): _________________ 
 
___ You have the right to know where you are 
___ You have the right to know why you’ve been certified 
 ___ You can ask to see the certificate 
___ You have the right to ask for a review panel hearing 
 ___ The review panel is independent of the hospital 
 ___ The review panel decides if you should remain certified 
 ___ You can call witnesses 
 ___ You can get representation (Mental Health Law Program) 
___ You have the right to ask for a second medical opinion 
 ___ It is an opinion about treatment 
 ___ It is not binding 
___ You have the right to talk to a lawyer 
 ___ A lawyer can ask a judge to review your case 
 ___ You may have to pay legal fees 
 ___ You can get 30 minutes of free legal advice (Access Pro Bono) 
 
___ / 5 Total main ideas 
 ___ / 10 Total details 
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Appendix M: Correspondence with the il lustrator 
of the rights video 
Correspondence I sent the illustrator, Jonathon Dalton, about the video 
storyboard, 2018-01-14: 
Jonathon, people have generally been really happy with the balance you’ve struck 
in terms of showing someone who needs help but is not catastrophizing his 
distress. Thank you. 
Slides 2–5: Some of the people we’ve spoken to feel that the character’s collar 
gives him a middle-class feel, which may not reflect much of this particular 
patient population. They suggested an uncollared shirt would be better. 
Doctor: I believe the main doctor character is supposed to be female, correct? A 
few people thought the character read as male and so commented that there seem 
to be a lot of men in the video. I feel a bit weird asking this, because there are 
non-binary folks out there, but would it be possible to make the doctor look more 
female? 
The only other related request is to ensure that the other characters are ethnically 
diverse. 
Slides 2, 4: I will confirm this with my patient partners on Friday, but we got 
some early feedback that psych exams rarely take place where there’s a desk. 
They commented it looked like a law office, but I think a white lab coat in the 
coloured version would convey that it’s a physician’s office, and I know the desk 
provides a visual anchor. I’ll let you know what my patient partners say. 
Slide 3: People thought this was well done—a tough concept to represent visually. 
Slide 5–6: The criteria are really hard concepts to convey via images! People 
didn’t react well to slide 5, and my patient partners and I will discuss some 
possible alternatives on Friday. At that stage blankets and other comforts are 
often kept away from people, especially if they’re at risk for self-harm. One 
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person who looked at the storyboard commented that she had asked for a blanket 
and they refused to give her one, so she was concerned that slide sanitized the 
experience too much. Unfortunately nobody had any suggestions on what else to 
do, but our lawyer and nurse thought maybe we could pull out to a wider scene of 
a nurse in scrubs handing the patient a cup (and we’d leave it up to the viewer to 
imagine whether it’s medication or water or whatever). 
I know it’s more work for you to create the nurse character, but nurses are the 
ones most likely to give patients care and to discuss their rights information with 
them, so if this kind of scene would be possible, that would be helpful. Again, I’m 
going to speak with my patient partners on Friday to see if they have any other 
suggestions. 
As for slide 6, again, a very hard concept to illustrate, but a couple of users found 
it confusing. I wonder if having the patient look down and very subtly shake his 
head would help convey that he doesn’t want to stay voluntarily. 
Slide 7: Our mental health lawyer’s comment was that the room will have to be 
scaled way back. There are no flowers in psych wards, and no TVs in individual 
rooms. The upholstered chair is also not going to be in the units, but you could 
replace it with a more basic metal or plastic chair. 
She also said that if at this point the patient has been admitted, he would 
probably not be allowed to wear his street clothes. Our patient partner said that 
they wore light-blue hospital gowns, and a white and blue hospital wristband. 
In the review panel hearing scene, though, it is OK for the patient to be in street 
clothes; in fact, that’s something the Community Legal Assistance Society is 
trying to advocate so that patients don’t go into the hearing looking as though 
they belong in hospital. 
Slides 12: People said you did a great job illustrating the review panel hearing. 
People who’d been through the process recognized it instantly. One thing to 
change, though, is the physical contact between the advocate and the patient. Our 
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lawyer was very adamant in pointing out that they’re not allowed to touch their 
clients. 
If you’ve seen my placeholder images on the pamphlet and poster, you may have 
noticed that I cropped out the physician to illustrate the review panel. If the scene 
could show the review panel turned toward the patient at first, then I would be 
able to use that image in the print materials. Is this possible? 
Slide 14: Again, no flowers on the psych ward. I’ll ask my patient partners what 
items they were allowed on the ward if you need an object to fill out the space. 
Slide 20: This will be perfect if you remove the “public health” label and leave it 
as an abstract medical-like building. Does that sound OK? 
I don’t know what Chris needs in terms of backgrounds vs. foregrounds, but for 
the scenes I’ve chosen for the pamphlet and poster, it might help if the 
background for those could be separate in case it looks better for me just to show 
the character at the phone, for example, as opposed to showing the whole room. 
